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CHAPTER 1 
INTRODUCTION AND REVIE~7 OF THE RET~TED LITERATURE 
It has long been recognized that chr~mic institqtion-
alized psychotic patients respond minimally to traditional 
psychiatric treatment practices. Rehabilitation of the psy-
_chiatric patient apparently is. inversely related to length . 
of hospital stay (Vitale, 1962). Among several factors that 
contribute to this situation is what is comprehensively des-
cribed by Goffrnan (1961) as the "disease of in$titutional-
ization." He described institutional life as a process of 
desocialization from the realities of normal community life 
and a resocialization to the adaptive routines ·and necessi-
ties of hospital life. Part of this resocialization involves 
the patient developing a total dependency on the hospital 
structures and its staff. Goffrnan pointed out-that the 
. . 
longer a patient remains in a dependency fostering institu-
tion, the I!lOre. his need for independent ego functioning is 
undermined, and any benefit he might have received from a 
• 
therapeutic experience is diminished. 
Another important difficulty with the chronic psy-
-chiatric hospital ward is the generally low level of staff 
morale induced, in part, by the hopeless situation of the 
patients. The chronic wards generally have a poorer patient-
staff ratio and ·are generally lol'r on a given institution's 
1 
2 
priority list for consideration of new programs, materials, 
and concern. Psychopharmacological advances have served to 
facilitate therapeutic gains for acutely disturbed patients, 
but with chronic patients they seldom do more than facili-
tate ward management. For many real reasons, care for such 
patients is rarely more than custodial in an atmosphere 
where growth behavior is often directly at variance with 
ward management policy. 
Until the past ten years, treatment for chronically 
institutionalized·psychotic patients had been discouraging. 
During the early 1960's the creative and successful applica-
tion of operant conditioning to a variety of management 
problems with chronic psychotics suggested that something 
could be done to constructively alter the problem behaviors 
of these patients. The application of these operant prin-
cipl~s soon evolved into systematic ward and, in some cases, 
hospital-wide programs of response contingency management or 
token economy programs, as they are popularly called (Ayllon 
& Azrin, 1965). As experience with token economy program-
ming grew, broader patterns of patient behavior were brought 
under sy~tematic control of reinforcement and programs de-
veloped to resemble the economic and social structure found 
in the community (Birky, Chambliss, and Wasden, 1971; Lloyd 
& Abel, 1970). Chronic patients who have never responded 
to other forms of institutional care reportedly have shown 
tangible gains by participating in a token economy (Kazdin 
3 
and Bootzin, 1972). Most notable is that token economies 
significantly increase staff expectations for and involve-
ment with long term patients (Atthowe & Krasner, 1968; Ells-
worth, 1969). 
As with the utilization of any new concept, system-
atic and complex applications of contingency management to 
chronic psychiatric hospital wards is far from perfected. 
Development of the application hinges tightly on the quality 
of its parallel evaluation research. Evaluation studies of 
token economy programs have been largely inconclusive as to 
the overall effectiveness of the programs. These findings 
.cast doubt on the quality of the programs studied and upon 
the research methodology utilized. 
The present investigation attempts to improve on the 
research reported in the token economy literature both in 
terms of scope of the token economy programs studied and by 
the elimination of the numerous methodological problems pres-
ent in the reports. A design consisting of the patients on 
three .contrasting wards has been .chosen as a basis for con-
trolling the the numerous confounds. The wards .consist of 
Group 1, patients in a .community-competence oriented token 
economy program; Group 2, patients in a milieu treatment 
ward where there is a supplemental treatment program without 
the systematic use of reinforcement techniques; Group III, 
patients from a ward where there is no supplemental treat-
ment program and is primarily .custodially oriented. From 
the discussion of the literature below, it will become ap-
parent th~t well controlled studi~s were rare. The ques-
tion of·whether observed behavioral gains were the result 
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of the specific nature of the token economy program (i.e., 
reinforcement programming) , the simple impact of extra pro-
gramming, heightened staff motivation and staff-patient·con-
tact or some type of interaction between these factors could 
not be answered because the studies lacked adequate controls. 
It is hoped that the milieu versus the token ward comparison 
along with a comparison of both with the nonsupplemental 
programmed ward will partial out the specific effects of 
token economy programming from supplemental programs, and 
the effects of supplemental ward programming in general from 
no program. Staff motivation has been found to be positive-
ly related to patient progress. Therefore, to accurately 
assess the effects of the token procedure itself as separate 
· from·heightened staff motivation (possibly the result of be-
ing part of a special program) , the staff of the various 
wards also has been included as subjects of this study. 
The following discussion will first review the his-
torical and philosophical underpinnings of the token economy 
technology •. Secondly, it will review the technical develop-
ments of token economy programs applied to hospitalized psy-
chiatric patients, followed by a review of some of the prdb-
lems with such programs. Finally, methodological problems 
with the token economy research evaluation will be exam.ined. 
5 
Development and Rationale of j:he Token Economy Technology 
The use of operant techniques with psychotic patients 
is a comparatively recent development in the history of men-
. . 
tal health intervention. Lindsley and Skinner (1954) first 
demonstrated that psychotics could indeed learn a si~ple bar 
pressing response in a laboratory context. Until that time 
there had been considerable debate as to v1hether severely 
regressed psychotics were able to learn at all. Early work, 
therefore, was designed to demonstrate that psychotics could 
learn specific, if not too meaningful, behaviors in a ward 
setting. Houghton and Ayllon (1963), for example, d~on-
strated that a long hospitalized woman could be conditioned 
to hold a broom in an upright position. Behavior modifiers 
eventually began to move away from simple demonstrations of 
the efficacy of operant techniques and began applying the 
technology. on a more relevant·· basis with severel.y reg:ressed, 
chronic psychotic patients. Most of the target behaviors, 
however, during this earlier phase still involved changing 
specific habits oi individual patients that were irritating . 
or troublesome to the ward staff rather than fostering those 
behaviors that were directly related to improving the.in-
dependent and healthful functioning of the patients them-
selves. For example, Ayllon (1963) used stimulus saturation 
techniques to extinguish. an institutionalized psychotic 
woman's hoarding of clean linens that was a management con-
cern of the staff. The restricted use of these early 
6 
applications has been criticized for not considering the 
patien~'s total growth needs and making their personal de-
velopment secondary to facilitating their management (Davi-
son, 1968). Also, these early contingency manag·ement at-
tempts seemed primarily concerned with the demonstration 
of the success of a particular operant procedure and only 
secondarily concerned with the well-being and improvement 
of the patient. It became apparent that there was a need 
to develop a technology which would facilitate the applica-
tion of operant techniques to a broader range of behaviors 
in varied situations with institutionalized chronically 
psychotic patients. 
Meanwhile, a technical development occurred in the 
human application area of operant technology which served to 
set the field ahead to a new phase. Kelleher and Bollub 
(196~) systematically described the use of generalized 
conditioned reinforcers (tokens) as a more flexible. and 
parsimonious substitute for primary reinforcers in shaping, 
accelerating and maintaining behaviors in human subjects. 
Thi-s innovation facilitated the administration of much more 
complex sy~tems of contingency management and led to the 
development of the prototype token economy environment at 
Anna State Hospital (Ayllon & Azrin, 1965). 
Token economy strategies have since been employed in 
a wide variety of institutional settings encompassing an 
even broader range of behaviors. Institutionalized mentally 
retarded children and juvenile d@.li:nq'la>ents- have reeei:ved a 
good share of token economy programming with mixed results 
(Bourgeois, 1968; Cohen, 1968; Girardeau & Spradlin, 1964; 
7 
Meichenbaum, Bowers, & Ross, 1968; Phillips, 1968; Tyler, 
1967). Perhaps the.most extensive use of systematic_contin-
gency management has been in the normal classroom (O'Leary 
& Drabman, 1971) where.it rea.ches its heights in quantita-
tive sophistication as precision teaching (Lindsley, 1960). 
Kazdin and Bootzin (1972), after reviewing the lit-
erature in the use of tokens, derived eight advantages of 
the token economy.systern that have led to the widespread 
implementation of token economies in varied situations. 
"Specifically,· conditioned reinforcers: (1) bridge 
the delay between the target response and back-up 
reinforcement; (2) permit the reinforcement of a 
response at any time; (3) may be used to maintain 
the performance over extended periods of time when 
the back-up reinforcer cannot be delivered imme-
diately; (4) allow sequences of responses to be re-
inforced without interruption; (5) maintain their 
reinforcing properties because of their relative 
independence of deprivation states; (6) are less sub-
ject to satiation effects; (7) provide the same re-
inforcement for individuals who have different pre-
ferences in bac]S;-up reinforcers; and (8) may take on 
greater incentive value than-a single primary rein-
forcer since ••• the effects resulting from associa-
tion with each primary reinforcer may summate (p.343)." 
To summarize these pc:;>int!?, ·tokens .are. a more convenient as 
well as more effective means of reinforcement than either 
primary, specific secondary, or_ social reinforcers and thus 
may be utilized to cover a greater range of behaviors and 
situations than other operants. 
Ayllon and Azrin (1968) point out further advantages 
of a token economic system that are inherent in its concrete 
nature. 
"(1) The number of tokens can bear a: single guarrti-
tative relation to the amount of reinforcement; (2) 
the tokens are portable and can be in tpe subject's 
possession even when he is in a situation for removal 
from that in which the tokens \'Tere earned; (3) no 
maximum exists in the nUinber of devices for the auto-
matic delivery of reinforcers; (4) tokens are durable 
and can be continuously present during the delay •.• ; 
(5) the physical characteristics of tokens can easily 
be standardized; (6) the tokens can be made fairly in-
destructable so they will not deteriorate during the 
delay; (7) the tokens can be made unique and non-
duplicable so that the experimenter can be assured 
that they are received only in the authorized manner 
(p.77)." . 
Thus tokens themselves, by their very nature, circumvent a 
great number of subject interference problems.often encoun-
tered in natural field studies of the effectiveness of oper-
ant procedures. Finally, a very practical and significant 
advantage of the token economy is that it can ~e engineered 
to resemble and even replicate the monetary economic system 
of the noninstitutionalized world (Ruskin & Maley, 1972; 
Winkler, 1971). Qefici~ncy in managing the ~ay-to-day 
handling of financial matters is often considered relevant 
in the diagnosis of a psychotic disorder (Ayllon & Azrin, 
1968). 
Evaluation Studies of Token Economy Programs with Insti-
tutionalized Psychotic Patients 
Ayllon and Azrin (1965) first demonstrated the pes-
sible effectiveness of a ward wide token system to a wide 
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range of behaviors. The authqrs' emp~1asis in C1is study 
was specifically on determining ,.,hether the observed 
cl1anges were the result of and onl v th·~ result o.2 the 2x-_ 
perimental treatment, the contingent delivery of toke~ 
reinforcement. To demonstrate this eff'ect the authors used· 
an ABAB design (Sidman, 1960) with each subject serving as 
his 0\V"n·control. Thus they were examining experimentally 
produced behavioral change rather than attempting to have 
the subjects gain therapeutically or he invol7ed in perma-
nent learning. 
The authors in the beginning of their 1965 article 
criticized the present lack of a reliable diagnostic cri-
terion that is both qualitatively descriptive and also 
clearly prescriptive. In other words, the general nature 
of the pathology is described by a traditional psychiatric 
classification but it does· not tell one how.to treat the 
disorder, how to specify \>lhat is involved in improvement, 
nor how to know what is characteristic of a person who has 
satisfactorily undergone treatment. The authors considered 
a b~havioral system of diagnosis and treatment presented by 
Ullmann and .Krassner (1969) as being superior to the tradi-
tiona! one and claimed that therapeutic improvement is most 
meaningfully measured in a behavioral manner. Theref~re, 
the authors postulated experimentally manipulated behavioral 
change as a precusor of persistent, desired behavioral 
change, i.e., therapeutic improvement. 
10 
Ayllon and Azrin furthe~ noted that operant condition-
ing methodology "requires delivery of the reinforcing stim-
ulus immediately after the (performance of the desired) 
response (p.358)." But since it was humanly impossible to 
continually observe· every patient due to.a staff shortage 
on ~he state hospital the authors relied on Ferster and 
Skinner's (1957) principle of stimulus control to be sure 
they were reinforcing the vast majority of desired respon-
ses. The principle is stated as a response is more likely 
to occur at the anticipated or usual time and at the place 
of reinforcement of that response. The authors used pre-
existing reinforcers and used tokens to bridge the delay 
between immediate and eventual reinforcement as well as 
make what the patients were already receiving contingent 
upon the performance of desired responses. The authors did 
not introduce new incent-ives into the environment but 
rather relied on the contingent, systematic pairing ·of less 
frequently performed behavior (desired responses) with the 
frequently performed preferred behaviors (which were as-
sumed to be reinforcers). The result of this type of pair-
ing_ leads to an increase in performance of the less frequent 
response (c.f. Premack, 1965}. Thus Ayllon and Azrin during 
the experimental treatment periods did ~ ~ any resources 
(reinforcers) to the environment ?ut systematically 1i1ade use 
of already existing reinforcers by·contingently pairing them 
via tokens to author-desired, less frequent patient beha-
viors. 
Ayllon and Azrin (1968) conducted six different ex-
perirnents to determine the varying situational effects of 
their token economy procedure with 44 midd.le-aged (median 
11 
so years), chronically institutionalized (meqian .16 years) 
fa~ales who were receiving no psychotherapy. The wajority 
of the women was receiving tranquilizers. 
The first experli1ent dealt with the altering of job 
preference (as determined from the subject ratings) by 
manipulating the number of tokens that could be earned in a 
6-hour work ::lay. The authors first paid the subjects 70 
tokens to perform preferred jobs and nonpreferred job be-
havior was eliminated. This period lasted 10 days. Then 
the patients ,,,ere informed that they would only be paid 70 
tokens for performing their least preferred job and not re-
ceive any tokens for their preferred job. Immediately 9 out 
of 10 patients changed to their least preferred job. The 
one woman who did not change immediately was 72, the oldest 
subject in the s~,l!dy. She stated that she was still needed 
where she was working. After 10 days she aliso changed to 
her nonpreferred job. The patients were paid for 10 days in 
this condition and all changed back immediately to their 
preferred job when token payment was attached to it. 
In experiment 2 the authors used noncontingent rein-
forcement as the experimental condition. The subjects were 
told that after 10 days of being paid tokens for performing 
12 
their preferred off-ward jobs·that they were to receive 
their tokens \'lhether they worked or not. The procedure 
was explained as vacation with pay. All 8 of the subjects 
involved in this experiment immediately stopped all work 
during the condition of noncontingent reinforcement·. Ex-
pe~irnent 3 was essentially a replication of 1 and 2 com-
bined except the noncontingent reinforcement was connected 
to the extinction in performance of lower paying on-ward 
jobs. The results for experiment 3 ttlere si.Tllilar to those 
of 1 and 2. 
In experiment 4 the authors examined extinctions of 
performance of on-ward performance of assigned jobs. For 
days 1 to 15 the patients received regular payment. On day 
16 the patients were informed that they would no longer be 
paid for the performance of their job; they would receive no 
reinforcement at all (extinction condition}~ The only to-
kens the patients had available to them were savings. As 
expected, there was a large reduction in the number of hours 
spent working. A majority of the patients stopped working 
altogether. However, 10 of 36 of the patients involved in 
this experiment continued to work albeit at a decreased 
rate. The authors suggested that the behavior of the 10 was 
maintained by social interaction with the staff. The inter-
action was essentially not controlled for. Experiment 5 was 
essentially replication of experiment 2 \.,ith different sub-
jects. The findings were the same as those for experiment 
;:. 
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2 . tokens were effective in manipulating the target behav-' . 
ior. In exper iraent 6 \vr i tten instructions were used instead 
of the oral o~es that were utilized in experiments 1 to 5. 
Experiment 1 was replicated with identical res~lts. From 
this the authors concluded there was no difference heb;een 
the effectiveness of auditory and visual instructions. 
There are a number of significant points to be con-
sidered in discussing the strengths and weaknesses of the 
above study. The authors thought the main contribution of 
their research to be that the token economy reinforcement 
procedure was clearly the critical variable that was in-
volved in maintaining the desired performance. They 
believed the subjects performance in the ABAB paradigm 
da~onstrated this fact •. The authors, however, seemed to 
introduce a demand characteristic to their treatment condi-
tions by their use of very declarative instruction that h~d 
implications for expected behavior; for example, their use 
of the phrase "vacation with pay" in the noncontingent re-
inforcement experimental condition in.experiment 2. To 
absolutely assess the effect of the tokens, the authors 
would have had to use a fr~e operant procedure where the 
subjects would have had to discover the contingencies 
themselves. 
Another positive aspect of the study that the authors 
offered in their conclusion was that the token economy pro-
vided a technology for motivating patients who 'tvere pre-
14 
viously thought basically unresponsive through the system-
atic use of already existing reinforcers. This success, 
however, was not applicable to all patients. There was a 
great amount of variation bet\'leen patients in the amount of 
tokens they earned during the course of the study. Eight 
of the 44 subjects earned no tokens. Eighteen were able 
to earn more than 80 tokens (one off-ward job day paid 70 
tokens} but less than 300 tokens and 18 women earned more 
than 300. Thus the subjects had varied earning ability. 
One wonders if the subjects '"ho \vere working off the ward 
and earning a greater number of tokens were the more compe-
tent and better functioning of the patients thus being bet-
ter able to understand the verbal or written contingencies 
in the first place. The authors did not discuss the problem 
of the varying levels of responsiveness among the patients 
to the contingencies. The problem of patient resistance 
indicat~s to the present author a need for additional in-
tensive individual programming. The purpose of this proce-
• dure would be the testing of the limits of the nonresponders' 
ability to earn in order to determine the parameters of 
effectiveness of a token economy which are necessary to 
understand how and why the system works. What is charac-
teristic of a patient who is unable to respond to an 
ordinary proc~dure? Could he be made to respond to a more 
intensive or extreme program? 
At first glance the results are uninteresting in 
that the findings for the most. part are exactly \'lhat one 
thinks·would happen based on conunon sense. For example, 
15 
one might think, "Nobody would he stupid enough to work when 
they will get paid if they don't." But in its simplicity 
lies the ultimate strength ~f Ayllon and Azrin' s research. 
They have institutionalized adults doing what one would so-
cially expect them to do. This was a very new development 
for working with long-term institutionalized adults. !,iost 
program planners had given up hope of helping these patients 
and resigned themselves to a care-taking role. The authors 
have demonstrated clearly that there is the possibility of 
improvement in the previously "hopeless" patient. This 
finding has important ramifications for both the patients 
and for the morale of the staff on the long-term psychotic 
patient ward. These implications will be returned to below. 
The next major report to appear on a ·token program 
was that of Schaeffer and Martin (1966). These authors at-
tempted to modify social interaction and apathy. The 
authors chose these as target behavioral categories because 
they considered deficits in these areas as the most basic 
difference between schizophrenics and normals. They opera-
tionally defined apathy as the patient's engaging in only 
one of five mutually exclusive behaviors, such as standing, 
sitting, resting, or sleeping without at least the perfor-
mance of a single one of ten concomitant behaviors, such as 
talking, singing, playing music, listening, painting, or 
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participating in group activit-ies. Baseline and post-
test data were collected using a time sanpling technique 
that involved.rating behavior 30 times each day, every 
half-hour during the waking hours for a five day period. 
Because of lack of staff, it required three blocks of five 
day~ to gather data on all the subj~cts. Apathy was de-
fined as performing one mutually exclusive behavior without 
a concomitant behavior for two consecutive rating periods. 
The subjects of this study were 40 chronically in-
stitutionalized schizophrenic females who ,..,ere on a single 
ward. They were randomly assigned to treatment (contingent 
token reinforcement and no standard psychotherapy) groups. 
In the experimental group, self-care, social interaction, 
and satisfactory work performance behaviors were reinforced. 
The experimental period lasted three months. The authors 
found that the patients on contingent reinforce.'llent had be-
come significantly less apathetic in terms of staff ratings 
than had the patients in the control group. 
This study, like that of Ayllon and Azrin (1965), was 
limited in scope in that the authors focused on a specific 
behavior defici~, apathy, and did.not attempt to develop 
a complete treatment program for the subject. However, the 
nature of the behavior they dealt with does represent a 
broadening of the class of behavior from that which had been 
dealt with in a token system. This study was one of few 
reports on token economies that used a control group and the 
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only one that had both groups·on the same ward with the 
same staff. Schaeffer and ~1artin did not discuss ho\'l the 
subjects in the experimental group were made aware of the 
contingencies or if there \'las any recogni t:.ion by the pa-
tients of the different treatment for the two groups. It 
seems difficult not to assume that the patients themselves 
noticed a difference and one can only speculate about whe-
ther this might have had any effect. Also the ward staff 
had to be aware of the contingencies for one group versus 
none for·the other. One is led to wonder if the staff be-
came more involved with the experimental group during the 
course of the study. This confound may have happened for 
two reasons. First, the staff had to be closely obser-
ving the contingent reinforcement group to deliver tokens 
appropriately. Second, the staff may have been aware of 
the hypotheses of the study (they were probably.easy:to de-
rive from the nature of their responsibilities) and may have 
unwittingly paid much more attention to the experimental 
• 
group to help get the desired results. However, even if 
these confounds were present, there was clear improvement in 
the experimental over the control group although the ~ffect 
may have not been entirely the result of the tokens them-
selves. 
Atthowe and Krasner (1968) were the first to report 
on a ward-wide token economy program where almost every 
aspect of the.patients' daily lives came under the control 
18 
of contingent reinforcement. ~hey begin their discussion 
of a need for a new system of dealing with chronic, hos-
pitalized schizophrenics by noting that the likelihood of 
release ·for a patient hospitalized over 5 years is 6 in 100 
and 66 per cent of them return to the hospital within six 
months. They noted that this rate has remained the same 
throughout the twentieth century. Their expressed goal was 
to change the patients from being apathetic, overly depen-
dent, aggressive, or annoying people into responsive, active 
and interested individuals who would also perform routine 
activities associated with self care, make responsibile de-
cisions, and finally, through delay of immediate reinforce-
ment to learn how to develop a sense of planning and their 
own future. 
The subjects were long-term chronic schizophrenics 
. (mean years in hospital 22 ~ mean age 57) some of ,.,hom had 
organic involvement. Sixty per cent of the patients re-
quired constant supervision off the ward, 25 per cent had 
ground privileges, and 65 per cent might have functioned in 
boarding homes in the community if the fear of leaving the 
hospital could be overcome. The attainment of preferred 
items in the envirorunent, what the authors called "the 
good things in life," was made contingent on the perfor-
mance of desired behaviors throughout the patients' waking 
hours. The authors used Prernack's (1965) principle for pre-
ferences and had the tokens pay for what was preferable and 
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important to the subjects whatever their idiosyncracies. 
The authors found some patients hoarding their tokens and 
instituted a 25 per cent per week devaluation to increase 
spending in order to decrease apathy and increase involve-
ment \vith the program. 
~he patients received immediate reinforcement for 
the performance of individual, particular target behaviors. 
For general performance of scheduled activities, the pa-
tients received payment once each week on a regular day. 
Thus the token program involved both individualized target 
behaviors and general responsibilities to be a member of 
a scheduled, social environment with the same target be-
haviors for each patient on the ward. 
Atthowe and Krasper collected baseline data on the 
target behaviors for a period of six months. Then they 
spent three months introducing the token project to the 
ward. The experimental, fully implemented, token economy 
was in effect for 11 months. Daily behavioral ratings 
were made on each patient and each subject served as his 
own control. The tokens were made to look like credit 
cards and records were kepi;: of the patient's earnings. Every 
time a token was delivered to a patient it was accompanied 
by a verbal, social reinforcer (praise) from the ward staff 
member \.Yho delivered it. The authors added this social· in-
teraction because they \'/ere interested in optimizing the 
therapeutic effects of the token system rather than in dis-
covering whether the tokens were the sole agent of change. 
They felt the more social interac"tion for the patients, 
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the hetter. As patients liuproved they were paid more tokens 
and prices for reinforcers approached lev~ls found outside 
the hospital. 
Atthowe and Krasner found that one-half the patients 
who had been too apathetic to' leave the hospital increased 
their interest in the outside \'70rld. The entire ward showed 
a dramatic decrease in apathy. The number of patients draw-
ing passes and their weekly token earnings tripled over the 
course of the 11-rnonth treatment period. Enuresis was a 
target behavior for every subject who had the problem and it 
virtually disappeared by the end of the 11 months. .Hany 
more patients readily got up in the morning and stayed away 
from their bed.s during the day. The authors considered 
the program effective in combating the detrirne~tal aspects 
of institutional behavior as described by Goffman (1961}. 
The authors also noted some generalized effects to nonrein-
forced activities.• They found the patients significantly 
more socially responsive in their weekly group meetings 
after the introduction of the token economy, although this 
was not one of their target behaviors. In addition, 24 
patients were discharged during the course of the study 
and 8 were transferred to outside oriented wards. In the 11 
months prior to the implementation of the token economy 
there were 11 discharges and 0 transfers. The authors im-
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plied these rates indicated improvement. Hm.,ever, dis-
charge·rates by th5nselves as an evaluative measure have 
been severely criticized (Ayllon & Azrin, 1968; Birky, Cham-
bliss & ~7asden, 1971; Lamb, 1966) •· Hethodologically, dis-
charge rates combined with recividism rates are seen a 
more meaningful measure (Faimveather, 1964). Unfortunately, 
the authors did not provide follow-up data. 
Atthowe and Krasner reported that their program had 
virtually no effect on 10 per cent of their patients. They 
gave a post hoc d·escription of these subjects as having pre-
viously been catatonically withdrawn and isolated. They 
suggested that more individualized programming could have 
gotten the reticent patients involved to a limited extent. 
They emphasize, however, in their discussion that their pro-· 
gram was primarily group oriented; i.e., the same target 
·behaviors, which were based on the ward's organizational de-
mands, were reinforced for the majority of the patients. 
They commented that the unexpected generalized beneficial 
effect of the economy to the weekly group meeting might well 
have resulted from the more general nature of their program 
than· that. of· Ayllon and Azrin (1965) or Schaefer and ?-1artin 
(1966}. 
The above study is interesting in that it presents 
an added perspective to some of the points that the present 
author has mentioned. Concerning the influence of the 
staff's attention above and beyond the tokens, these au-
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thors essentially took the r>osition that a combined token-
milieu effect was responsible for the changes. They felt 
that tokens had been shown to be effective on their o\m 
(Ayllon & Azrin, 1965; Schaefer & Martin, 1966) and next 
decided to investigate further variations of their appli-
cat~on in terms of both new situations and the manner in 
which they were delivered by the staff in order to ascer-
tain if wider ranging effects could be generated. There is 
a methodological problem with the authors' description of 
praise as a social reinforcer. Praise does require social 
interaction but it is not necessarily a social reinforcer. 
It becomes one only if it works, i.e. is effective in 
maintaining or increasing the target behavior. (This is, 
of course, the common definition of positive reinforcement.) 
This point will be discussed at length in the following 
section •. 
Lloyd and Garlington (1968) reported \"leekly varia-
tions in performance on a token economy ward. They spe-
cifically pointed out that Premack's principle was the 
foundation of their program, i.e. the "basic rule is that 
in order to perform a hi~h · frequen.cy response, the patient 
must first earn a token by performing a low frequency 
response (p.407)." The authors applied an ABAB (noncon-
tingent-contingent) reinfor.cement_ paradigm to self-.care 
behaviors. Thirteen female patients who were under 60 
years of age, diagnosed schizophrenic, and hospitalized 5 
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years were transferred to an ~11 male 'i.-lard (35 patients) 
that had been on a token syste~ for one year. (One wonders 
why the author did not study the males' performance of 
self-care behaviors.) Tokens were given noncontingently in 
the A condition and contingently in the B. ';['here. w~re four 
periods of 3 'lfleeks each. The behavioral ratings of the self-
care target behaviors (combed· hair, facial make-up, neatness, 
cleaniness, bed making, and attending meals on time), were 
lowest in A1 second lowest in ~ and highest in B2 & B4 . 
These results 'i.~Tere not entirely expected. The authors 
stated that many uncontrolled variables were influencing the 
subjects' behavior (perhaps the men) and for this reason 
their behavior did not drop to baseline in the second non-
contingent reinforce~ent and condition. 
These investigators were more interested in demon-
strating that their procedure \\Tas effective than in the 
patient's welfare. The point, however, had already been 
proven with the same behaviors. One has no idea of which 
variable(s) affec't!ed the women's behavior, the study strikes 
the present author as a noncontributing piece of research 
which should have never been published. 
Steffy Hart, Craw, Torney, and Marlitt (1969) used 
token economy techniques to eliminate aggressive, negati-
vistic behavior with severely regressed patients at meal 
time and bed time. The patients discussed were 34 middle-
aged females of varying diagnoses who on the average had 
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been institutionalized for ov~r 10 years. The subjects 
were r,ted on the Psychotic Reaction Profile (Lorr, O'Con-
nor, & Stafford, 1960) at the beginning and end of the study. 
The subjects showed significant improvement on this measure. 
The authors reported that there was so~e improvement in the 
target behaviors and that it seemed linked to consistency. 
of staff implementation of the token program. The authors 
reported that the staff was not always able to react in a 
constant manner because there were not enough of them and 
that the extreme ·behavior problems of some patients inter-
fered with their being able to reinforce appropriate behav-
ior on time. The authors also reported that only one in. 
four patients discharged into the community was able to 
remain out of the hospital for over six months. 
Methodologically, there are a number of shortcomings 
with this report. Fir~t there is a dearth of data relevant 
to the procedures. There are limited baseline and improve-
ment data. The main measure was the Psychotic Reaction 
Profile (PRP) which was, in fact, a step removed from the 
evaluation of the program itself. The authors interpreted 
the improvement on this measure as being indicative of 
generalization of improvement from the token program. How-
ever, improvement of the target behaviors was not clearly 
demonstrated, so the conclusion about the test scores does 
not follow logically. It is not clear where the PRP im-
provement stemmed from. The difficulty in administering 
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the token program has already.been mentioned. The PRP 
raters were apparently a\vare of the purpose of the study and 
probably could have understood how the measure should have 
fit in.· The poor recividism rate makes one think that the 
PRP increase might possibly have been the result of rater 
bias. 
Lloyd and Abel .(197 0) developed a new procedure for 
differentiating patients in a token economy. For the first 
month of the program all patients had the same rules and 
earning power. Then they were divided into three groups 
based on level of functioning with different rules for each 
one. The highest group were ~~ployees who used to be 
patients. They lived on the hospital grounds, had private 
rooms away from the ward, ate with eaployees, and were ex-
pected to eventually find housing outside the hospital. If 
they failed in this· expe9tation, t~ey 't'lere returned to th~ 
lowest group. 
The intermediate group lived on the token ward. 
They had ground and outside privileges, could make home vi-
sits, had private sleeping rooms, and could attend any chosen 
recreational activity. They had off-ward jobs and could 
move· to the highest group if they earned 10,000 tokens 
within any 11-week period. They were demoted to the lowest 
group if they did not earn 700 tokens in 2 consecutive 
weeks. 
The lowest group was not permitted to leave the ward 
26 
except for meals and special ~ork and recreation activities. 
They could move to the middle group if they earned 2000 
tokens in any 3-week period. A patient had to perform very 
well and consistently to earn enough to move from one ·group 
to another. Patients spent most of their tokens, and almost 
everything they chose to do did cost tokens. 
The type of data the authors reported indicated that 
they were more involved in therapy than evaluating what 
they were doing. The only data which are interpretable are 
the ones involving patient movement bettveen groups. Ap-
proxL~ately 65 per cent of all the moves were upward, the 
rest downward. 
Lloyd and Abel themselves indicated a dissatisfaction 
with their data because their results were unclear. They 
did consider the economy somewhat effective because of some 
observable (not measured) changes in both the pa~ients and 
the staff. They felt, hm'lever, that their rules for the 
groupings were arbitrary and did not seem to help the pa-
tients. They alsdquestioned their a priori determination 
of the amount of earnings required to change groups. 
The present author does see this study as poorly 
researched, but admires Lloyd and Abel's candor for admit-
ting their confusion. Consonant with what has been said 
about the importance of having the patients' behavior im-
prove these authqrs needed to build flexibility into the 
program to get a large number of the patients succeeding. 
The prese~t author considers ~heir idea of grouping the 
patien~s in terms of their functioning an excellent one. 
The grouping gives the patients a concrete_view of poten-
tial progress and, hy the nature of the kinus of activity 
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involved in the groupings (those which resemble the·outside 
world) these levels provide a first step in overcoming the 
. ' 
ward routine and the institutionalization syndrome (Goffman, 
1961; Liberman, 1968). The levels are stepping stones to 
the outside which the patients can see. 
Gripp and Magaro (1971) attempted to make some im-
provement on problems they considered present in previously 
published reports of token economy programs in an attempt 
to develop a more comprehensive token system and more com-
plete evaluation of their expanded program. Specifically, 
they adopted procedures to shorten the time of implementa-
. tion.of the contingencies on a ward-wide basis from a number 
of months (shortest time previously reported) to one week. 
They also created detailed, individualized programs for each 
patient which they considered superior to any programming 
previously reported. The}r·were able to accomplish this by 
having 10 c.Iinical psychology graduate students and 8 
psychiatric aides selected on the basis of being very highly 
motivated as measured by their scores on the Ward Atmosphere 
Scale (Moos & Houts, 1968) assigned to the token economy 
ward to work with 45 female chronically institutionalized 
schizophrenics. 
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The staff received four weeks of intensive training 
before they were placed on the ward. Once they were there 
they each \vere pri..rnarily responsible for three patients. 
They had daily staff meetings which involved both the morn-
ing and afternoon shifts to facilitate awareness of patient 
problems and progress as \vell as changes in the contingen-
cies. The staff put up colorful signs reminding the pa-
tients of the contingencies. Patients who could not cope 
with tokens \vere given i."!llnediate priraary or concrete (ciga-
rettes} reinforcement with transfer to the token system as 
a long range goal. Patients who were disruptive 'tV"ere 
immediately removed to an isolation room where the contin-
gencies were clear ·and consistent. In this discussion sec-
tion Gripp and Jl1agaro attributed most of the success of the 
program to having enough highly trained staff. 
The authors utilized a number of different measures 
to examine target behavior and general behavior before the 
treatment period. Same-subject control data were used to 
note progress during the course of th~ study. Finally 
they rated the patients on their general behavior at the 
end of the study in order to assess if there were any gen-
eralized ef£ects. In previous studies the primary emphasis 
had been on improvement in the target beh~viors and minor 
attention was paid to generalized behavioral gain and ob-
jectively assessing ft. 
The subjects ranged in age from 17 to 60 with a mean 
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age of 44 years. The median time of hospitalization was 15 
years. WoMen on two other wards were used as ~atched non-
treatment controls. Some women were transferred from the 
other wards to the token ward and some froi:n the token·wards 
to the others. The reason for the transfer ~'las not explain-
ed. The 45 experimental (token) patients were described as 
disruptive and combative with absence of organic involve-
ment. Most of the women (80 per cent) were on phenothiazine 
transquilizers at the beginning, but by the end more than 50 
per cent had discontinued medication. none of this informa-
tion was available about the matched subjects. The $Ubjects 
were matched on the basis of their pretreatment scores on 
the Nurses' Observation Scale for Inpatient Evaluation 
(Honigfeld and Klett, 1965), the Psychotic Reaction Profile 
(Lorr, O'Connor & Stafford, 1960) and time sample behavioral 
checklist scores. An additional comparison group of a male 
ward where the subjects were considerably younger and had 
only been hospitalized on the average for 4 years was also 
included. The sunjects on the token economy.ward were also 
rated on the Minimal Social Behavior Scale (Farina, Arenberg, 
& Buskin, 1957). The program on the other wards was tradi-
tional custodial care with drug therapy and psychotherapy. 
The procedures on this token economy ward was 
similar to that of Atthowe and Krasner (1968). Complete 
records of token payments were kept. Target behaviors 
which were reinforced \•Tere being on time for meals, appro-
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priate bed time behavior, social interaction and work-off 
\vard jobs paid twice as much as on v1ard ones. Fines were 
levied for predetermined inappropriate behavior. 
At the end of six months the subjects' target be-
haviors shm'led a· marked increase in their frequency • On 
the Psychotic Reaction Profile the subjects were found to 
improve on four of six factors: Social competence, personal 
neatness, irritability, and manifest psychosis. The con-
trols and the comparison groups improved in social compe-
tence and ,.,ere rated less irritahle. Neither group inproved 
on the social interest or retardation factor. Also the 
controls' posttest behavioral checklist scores were not 
significantly improved \vhile the token economy subjects' 
were measurably better. There was no difference between the 
groups on the .Hinimal Social Behavior Scale. Gripp and 
.Magaro concluded that the greatest improvement was in the 
specific target areas and consider the generalization ef-
fects to be only moderately better for the token economy 
wards over the other three. 
Methodologically, the authors left gaps in their 
reports •. They did not explain the rationale of their 
complex transfer procedure of subjects from one ward to 
another. The matching on scores did not seem adequate. 
Posttest scores on the nurses' measure were not reported. 
Neither were the scores themselves reported for the various 
rating scales. Gripp and Magaro did not consider the 
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reliability of their measures or their raters and did not 
control for the possibility of rater hias. Conclusions 
about what actually happened beyond the fact that t.he token 
economy patients.inproyed.in target areas did not appear 
valid. 
The authors did.offer procedures which they found 
helpful, such as a large, highly trained motivated staff 
and the flexibility provided by individual programming. 
Possibly because of their transfer practices, their study 
does not report a problem of nonresponsive patients. It 
appears that their contention that irprovement in the pa-
tients can be measured in only six months if there is an 
effective staff was supported for target if not general 
behavior. 
There were several other token economy reports to be 
found in the literature. They had similar programs ~nd 
experienced similar difficulties similar to these reported 
above. Curran, Jourd, and Whitman (l9q8) reported improved 
staff control over violent, chronically hospitalized pa-
tients using a token econo~y program. They also reported 
. . 
that the patients improved in their self control. The au-
thors did not collect baseline data and used no controlled 
measurement procedures. They used staff ratings of patient 
. . 
behavior to arrive at their conclusions. 
Wolff and Vrazel {1969) discussed the required steps 
they found were inperative in.developing a total token 
econor:~.y program. '!'hey first noted that a generalized, 
ward-wide incentive program was basic with patients able 
to earn toJ:ens at any tine during their wO"rking hours was 
imperative. '!'hese authors begah with completion of vork 
assignments and practicing self-care as target behaviors 
~hich could be contingently rewarded throughout the day. 
The authors suggested that individualized treatment pro-
grams and classes (where attendance and participation 
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were reinfor6ed) to teach the desired behaviors were ex-
tremely important in developing an effective program. The 
patients were encouraged to participate in con~unity trips 
where they \'lere expected to practice the newly learned 
behaviors. In this preliminary report no data were pre-
sented. Wolff and Vrazel believed on the basis of their 
subjective judgment, that patients showed generalized. as 
well as target behavior improvement because of the exten-
sive reality-oriented nature of their program. 
Birky, Chambliss, and Wasden (1971) compared the 
recividism rate of their token economy ward with wards 
having similar patient populations in the same hospit~l. 
The goals of their program \~ere to elir::tinate inappropriate 
behaviors and develop self-sufficiency behavior in long-
term psychotic patients so they could function outside the 
hospital. They used the procedures outlined by Wolff and 
Vrazel (1969). As a general incentive they gave the 
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patients the opportunity to o~tain a bright individual 
bedroom and expanded the type of items that could be pur-
chased with tokens. Their results showed that their 
recividisrJ rate was no better than that of the other wards. 
However, the patients they discharged had spent signifi-
cantly more years in the hospital than the patients from 
the other wards. They concluded that the token system 
was particularly appropriate for helping the long-term 
institutionalized psychotic patient prepare to live out-
side of the hospital. 
A totally eclectic approach was used by Heap, 
Boblitt, Moore, and Hord (1970). They combined a program 
of token economy, attitude therapy, and ward government to 
prepare patients for return to community placements. 
Over a period of 35 months 478 patients were involved in 
. the program. Sixty-eight per cent were discharged from the 
hospital and 86 per cent of these \'lere .able to remain in 
the con~unity. These patients were not as severely dis-
turbed as those involved in other token economy studies. 
They also tended to be much younger, a factor that probably 
contribut.ed ·to their ability to improve their behavior. 
The authors noted that one great benefit of the token ap-
preach was that the amount of interaction between the 
regular ward staff and the patients was greatly increased 
social behavior. 
reinforcen1ent of the pa · Qtf.Sa~Qp: 'ate 
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quite responsive to social reinforcement as well as tokens. 
Winkler (1970) reported some difficulties he had in i!n-
1 
plementing a self~care oriented token economy program. He 
noted that the staff had difficulty recording and reinforcing 
early morning behaviors because they were ·occupied with the 
runn~ng of the ward. He felt that because of a staff sho~tage 
it took an excessively long time to get the contingencies im-
plemented. Once the program was running smoothly he thought 
the observed general inprovement in the patients' behavior was 
not due to response generalization but to general improved in-
teraction between the staff and the patients and a better over-
all attitude on the ward. He noted in his discussion that non-
contingent reinforcement or removal of fining procedures led to 
an increase in the patients' inappropriate behavior. 
Summar~ of Problem Al:eas Raised in Review of Token 
Economx: Literature 
The limited application of token economy procedures was 
noted in reference to a number of reports (Ayllon & Azrin, 1965; 
Lloyd & Garlington~ 1968; Schaefer & Martin, 1966; Steffy, Hart, 
Craw, Torney & Marlett, 1968; Hinkler, 1970). It was suggested 
that in the earlier studies the limited nature of the target be-
haviors was a justifiable research goal because the authors were 
attempting to discover (a) whether secondary reinforcement pro-
cedures could be effective with thi·s type of patient and (b) the 
I 
range of behaviors which were amenable to modification by the 
new technique. The work of Ayllon and 
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Schaefer and l~rtin (1966), and of Steffy and his associates 
(1968) fits the criterion of being acceptable. exploratory re-
search because it charted new areas of application of the 
token economy. 
The studies of Lloyd and Garlington (1968) and ~·7inkler 
(1970) seemed oriented tm.vards naking the \vard run more effi-
ciently rather than towards preparing the patients to return 
to society. The authors were concerned with the improvement 
of custodial care. At the time of their publications, the to-
ken economy procedures had already been shown to be therapeu-
tically helpful for those patients who were previously thought 
to be untreatable (Kazdin & Bootzin, 1972). Programs that are 
not oriented towards the patient's improvement are not doing 
what is known to be possible to help the patients. It seems 
likely that the limited application of token economy procedures 
to promote Hard manageability foster "institutionalism!' which 
has the effect on the patients of making them totally dependent 
on the hospital. Consequently, the present author is in agree-
• 
ment with Goffman (1961) that the use of management procedures 
(and in the last five years behavioral control techniques) to 
make things easier for the staff rather than to therapeutically 
help the patients is an unethical practice. 
The limited application of the token to specific target 
behavior is likely to preclude the possibility of generaliza-
tion (Kazdin & Bootzin, 1972). Generalization of. improvement 
has been thought necessary to the patient's successful re-entry· 
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into the conununity (Birky, Char.1.bliss & 'VJasden, 1971; Wolff & 
Vrazel, 1969). High recividisrn rates seemed to be associated 
with lack of generalization procedures in the token econo~y 
(Lloyd & Garlington, 1968). A major cr~ticisrn of the token 
economy has been the failure of subjects to generalize their 
behavior~l gains to both new situations and new settings 
(Davison, 1968; Kazdin & Bootzin, 1972). 
The problem of lack of generalization is a common one 
throughout the strict behaviorist literature (Davison, 1968). 
It stems from the viewpoint that observable behavior changes 
are the only acceptable data for evaluating progress and that 
qualitative personality changes are not valid data. Davison 
(1968) pointed out that a person's behavior generalizes, as 
opposed to being situation specific behavior, when there 
is a qualitative personality change in him. He agreed with 
Ayllon and Azrin's (1968) contention that the traditional 
psychiatric categories of diagnosis and assessment of pro-
gress are inadequate. Ho,vever, he disagrees with their 
positions that measurable on-ward behavioral change should 
be the main criterion of improvement and that the researcher 
measure specific, experimentally induced behaviors rather 
than general behavioral patterns. He argued that behaviorism 
as a theory cannot specify what behaviors should be modified. 
Only clinical judgment based on a qualitative approach to 
behavior can supply the researcher or therapist \-Ti th a 
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patient who benefits irom a specific treatment can the effec-
tiveness of that treatment be accurately assessed and under-
stood. The specifics of how a patient may be mobilized to 
participate in the token economy will be discussed in the 
following section on suggested solutions to the p~oblems. 
Many problems with the effectiveness of the token 
economy may have been realted·to problems with the staff 
(Gripp & Magaro, 1971; Liberman, 1968; Winkler, 1970). Staff 
shortage was considered to be a difficulty in implementing 
and carrying out the contingencies effectively and rapidly 
(Atthowe & Krasner, 1968; Schaefer & Martin, 1966). Other 
staff duties were found to interfere with rating and reinfor-
cing behavior at specific times during the day· (Winkler, 
1970). Gripp and Magaro (1971) found that an increase in 
staff greatly improved the efficiepcy of the token economy 
orientation and experimental periods. Unforttinately, as 
Steffy (196B)pointed out, staff shortage is ·a perennial prob-
lem on chronic schizophrenic hospital wards. 
Staff orien~ation and training before implementation 
of the contingencies as well as regular staff meetings about 
changing contingencies were also considered critical indepen-
dent variables by a number of authors (Atthowe & Krasner, 
1968; Gripp & Magaro, 1971; Kazdin & Bootzin, 1972; Schaefer 
& Martin, 1966). The general consensus of these authors was 
that paraprofessional staff could implement and carry out the 
contingencies with adequate professional guidance. It is in-
3H 
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teresting ·to note that the less successful studies (Lloyd & 
Abel, 1970; Lloyd & Garlington, 1968; Winkler, 1970) made no 
reference to staff training or on ward meetings in their dis-
cussion of their own programs. Perhaps .they did not pay 
enough attention to the staff as an important variable. 
The motivation of the staff was also considered .im-
portant for the effectiveness of the program. Gripp and 
Magaro (1971} chos~ the staff for their.program ~n the basis 
of their believing the patients could improve. Atthowe and 
Krasner (1968} and Ayllon and Azrin (1965} noted increased 
staff-patient int~raction and improvement of staff morale as 
the patients improved. Apparently patient improvement is· im-
portant in keeping a staff motivated. In the more poorly 
designed studies this improvement was lacKing and probably 
the staff lost motivation, a factoy further contributing to 
their failure to carry out the contingencies. There was also 
an additional confound of administration transfer of motive:.-
ted, trained tolcen economy staff to other wards where these 
positive Ch.:=iracteristics in the ot.:1er staffs were lacking.· 
There were problems with measurement or related pro-
cedures in almost every report. Some studies lacked base-
line and control procedures (Curran, Jourd, & Whitman, 1968; 
Steffy, Hart, Craw, Torney & Marlett, 1968}. Other studies 
used the ABA paradigm (Ayllon & Azrin, 1965; ·Lloyd & Garling-
ton, 1968) which is not an appropriate design for examining 
resistance to extinction and generalization of behavioral 
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improvement since there is the expectation that the target 
behaviors extinguish when they are not being contingently 
reinforced. Other.investigators used same subject control 
. 
procedures and with time sampling measurement were able to 
chart gains (Atthowe & Krasner, 1968; Winkler, 1970). The 
problem with this as well as the ABA.design is that by aver-
aging gain scores acros~ individuals, it deemphasizes indi-
vidual differences, missing the important parameters of be-
tween individual variation in performance (Kazdin & Bootzin, 
1972). Some investigators had other wards as control groups 
(Gripp & Magaro, 1971; Lloyd & Abel, 1970), but they did not 
randomly assign their subjects to the different wards. Gripp 
and Magaro mentioned that ward transfer could, of itself, 
stimulate patients socially because of their having to adapt 
to new surroundings, new people, and a new routine. Thus the 
transferring of patients -from group to group· probably con-. 
founded the possible benefit of random assignment. Finally, 
Schaefer and Martin (1966) were the only investigators to use 
a randomly assigned ~ontrol group. It seems likely that the 
nature of the control condition created a number of difficul-
ties since the controls were on the same ward as the patients 
who were in the token economy. The staff had to know which 
patient was in which group and probably responded differently 
to the groups even when they were not dispensing tokens. ·The 
control group was noncontingently reinforced and this created 
a demand characteristic of not responding. No change in rein-
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forcement for the control prob~bly would have been more mean-
ingful. In summary, none of the studies had ideal control 
procedures and most were inadequate. A major problem of the 
studies that had control groups was that they were not·ran-
domly assigned and ward differences were not .controlled for. 
Closely associated with the problem of control groups 
is the problem of subject selection. Many investigators 
took an existing ward and implement~d a program. Most of 
these reported varying diagnoses and levels of medication 
for the patients. This form of selection would have been 
reasonable if some statement of random placement on the ward 
would have been presented. None of the authors indicated 
how their patients arrived on the ward. Some authors moved 
patients around in an attempt to match them on age, years of 
hospitalization, and diagnosis (Gripp & Magaro, 1971) or sim-
ply transferred new subjects to the token ward .(X.,loyd:& Gar-
lington, 1968). Since the authors never specified why pa-
tients were transferred, the reader of these reports cannot 
• help but be very skeptical of the subject selection proce-
dures. Zimet and Fishman (1970) have pointed out that strict 
·subject selection procedures and the use of a matched con-
trol group makes the results from research on schizophrenic 
patients less generalizable because of the lack of represen-
tatives of the subjects. Since there is great variation in 
performance within the diagnostic category and the diagnoses 
tend to be unreliable, the authors argue against matching 
, 
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procedure~ and recommended ran-dom assignment of patients to 
experim~ntal and control groups to increase representativeness. 
Individual differences in performance could be examined post 
hoc. 
The collection of data in the field settings·and the 
conclusions derived from the analysis often appeared inade-
quate. The ABAB paradigm (Ayllon & Azrin, 1965; Lloyd & 
Garlington, 1968) has already been discussed as inappropriate 
for researching therapeutic techniques because one is interest-
ed in resistance to extinction and generalization of behavior-
al gains. This as well as the same sub:':ect control paradigm 
(Atthowe & Krasner, 1968; Winkler, 1970) have the disadvantage 
of implicitly limiting the researchers' analysis of the data. 
Although marked individual differences in performance were 
reported, these were further investigated and neither was the 
·complete resistance a difficulty in implementing and carry-
ing out the contingencies effectively and rapidly (Atthowe & 
Krasner, 1968; Schaefer & Martin, 1966). Other staff duties 
were found to interfere with rating and reinforcing behavior 
at specific times during the day (Winkler, 1970). Gripp and 
Magaro (1971) found that an increase in staff greatly improved 
the efficiency of the token economy orientation and experimen-
tal periods. Unfortunately, as Steffy (1968) pointed out, 
staff shortage is a perennial problem on chronic schizophrenic 
hospital wards. 
i .. 
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Staff orientation and t~aining before implementation of 
the contingencies as well as regular staff meetings about 
changing contingencies were also considered critical inde-
pendent vari~bl~s by a number of authors (Atthowe & Krasner, 
1968; Gripp & Magaro, 1971; Kazdin & Bootzin,. 1972; Schaefer 
& Martin, 1966}. The general consensus of these authors was 
that paraprofessional staff could implement and carry out the 
contlngencies with adequate professional guidance. It is 
interesting to note that the less successful studies (Lloyd 
& Abel, 1970; Lloyd & Garlington, 1968; Winkler, 1970) made 
no reference to staff training or on ward meetings in their 
discussion of their own programs. Perhaps they did not pay 
enough attention to the staff as an important variable. 
The motivation of the staff was also considered im-
portant for the effectiveness of the program. Gripp and Magaro 
(1971} chose staff for their program on the basis of ~heir 
beliving the patients could improve. Atthowe and Krasner 
(1968} and Ayllon and Azrin (1965) noted increased staff-
patient interaction and improvement of staff morale as the 
patients improved. Apparently patient improvement is import-
ant in keeping a staff motivated. In the more poorly gesi9ned 
studies this improvement was lacking and probably the staff 
lost motivation, a factor further contributing to their fail-
ure to carry out the contingencies. There was also an addi-
tional confound ·Of administration transfer of motivated, trained 
token economy staff to other wards where these positive charac~. 
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teri3tics in the other starfs ~ere lacking. 
'..L'.hPre were problems with measurement or related pro-
cedures in almost every report. Some studies lacked base-
line and control procedures (Curran, ,Jourd, & Whitman, 1968; 
Steffy, Hart, Craw, Torney & Marlett, 1968). Other studies 
used the ABA paradigm (Ayllon & Azrin, 1965; Lloyd & Garling-
ton, 196~) which is not an appropriate design for examining 
resistance to extinction and generalization of behavioral 
improvement since there is the expectation that the target 
behaviors extinguish when they are not being contingently 
reinforced. Other investigators used some subject control 
procedures and with time sampling measurement were able to 
chart gains (Atthowe & Krasner, 1968; Winkler, 1970). The 
problem with this as well as the ABA design is that by averag-
ing gain scores across individuals, it deemphasizes individ-
ual differences, missing the important parameters of between 
individual variation in performance (Kazdin & Bootzin, 1972). 
Some investigators had other wards as control groups (Gripp 
& Magaro, 1971; Lloyd & Abel, 1970), but they did not randomly 
assign their subjects to the different wards. Gripp and Maga-
ro mentioned that ward transfer could, of itself, stimulate 
patients socially because of their having to adapt to new 
surroundings, new people, and a new routine. Thus the trans-
ferring of patients from group to group probably confounded 
the possible benefit of random assignment. Finally, Schaefer 
and Martin (1966) were the only investigators to use a randomly 
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assigned ~ontrol group. It seems likely that the nature of 
the control condition created a number of difficulties since 
the controls were on the same ward as the patients who were 
in the token economy. The staff had to know which patient 
was in which group and probably respo~ded differently to the 
gro~ps even when they were not Jis~ensing tokens. Tl1e ccn-
troi group was noncontingently reinforced and this created 
a demand characteristic of not responding. No change in 
reinforcement for the control probably would have been more 
meaningful. In summary, none of the studies had ideal con-
trol procedures and most were inadequate. A major problem 
of the studies that had control groups was that they were 
not randomly assigned and ward differences were not controlled 
for. 
Closely associated with the problem of control groups 
is the problem of subject selection. Many investigators took 
an existing ward and implemented a program. Most of these 
reported varying diagnoses and levels of medication for the 
patients. This form of selection would have been reasonable 
if some sta~ement of random placement on the ward would have 
been pre~ented. None of the authors indicated how their 
patients arrived on the ward. Some authors moved patients 
around in an attempt to match them on age, years of hospitaii-
zation, and diagnosis (Gripp & Magaro, 1971) or simple trans-
fered new subjects to the token ward (Lloyd & Garlington, 
1968) . Since the authors newer specified why patients were 
transferred, the reader of these reports cannot help but be 
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very skeptical of the subject ~election procedures. Zimet 
and Fishman (1970) have pointed out that strict subject se-
lection procedures and the use of a matched control group 
makes the results from research on schizophrenic patients 
less generalizable b~cause of the lack of_representativeness 
of the subjects. Since there is great variation in perfor-
mance within the diagnostic category and the diagnoses tend 
to be unreliable, the authors argu~d against matching proce-
dures and recommended random assignment of patients to experi-
mental and control groups to increase representativeness. In-
dividual differences in performance could be examined post hoc. 
The collection of data in the field settings and the 
conclusions derived from the analysis often appeared inade-
quate. The ABAB paradigm (Ayllon & Azrin, 1965; Lloyd & Gar-
lington, 1968) has already been discussed as inappropriate for 
researching therapeutic techniques because one is interest.ed 
in resistance to extinction and generalization of behavioral 
gains. This as well as the same subject control paradigm 
(Atthowe & Krasner, 1968; Winkler, 1970) have the disadvan-
tage of implicitly limiting the researchers' analysis of the 
data. Although marked indiyidual differences in performance 
were reported, these were not further investigated and neither 
was the complete resistance of some patients to the contin-
gencies. Because the deviant data did not fit the expected 
predictions of change, the authors did not consider them sig-
nificant. It has already been noted that the deviant sub-
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jects need to be further investigated in order to under-
stand the effectiveness of the to~en economy (Magaro, 1968) 
Because of limits imposed by only examining quantifiable tar-
get behaviors, Atthowe and Krasner (1968) were forced to give 
subjective reports of generalized patient improvement rather 
than having measures of improvement in the nontarget areas 
of behavior. They were not prepared to measure generalized 
improvement. 
Another problem with data collection was the un-
controlled examination (Birky, Chambliss & Wasden, 1971; 
curran, Jourd, & Whitman, 1968; Steffy, Hart, Craw, Torney 
& Marlett, 1969) or controlled examination (Gripp & Magaro, 
1971) of patient improvement with general behavioral mea-
sures with the deemphasis on reporting patient progress on 
target behaviors. These authors used measures that were 
not directly related to the treatment procedure.. None of 
the authors attempted to demonstrate a reliable relation-
ship between progress on target behavior and progress on 
the more general measures. No investigator r~ported the 
reliability of these general measures or attempted to 
control for rater bias. Conclusions drawn about the 
efficacy of the token economy program cannot be validly 
made when solely based on the general measures of behavior 
or personality. The most obviously in error were Birky, 
Chambliss and Wasden (1971), who concluded that their 
program was effective based only on the comparative 
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measure of recividism rate for. their token economy ward with 
others in the hospital. 
Finally, a poorly thought out design for evaluating 
the token economy or the economy itself generates inadequite 
data. Lloyd and Abel (1970) admitted t~at this was their 
difficulty. Although they had an innovative program, their 
arbitrary level of earning and system of rewards and punish-
ments did not generate data that were reliable or useful. 
Thus they concluded that they needed to redesign their study 
to evaluate the effect of creating groups for different 
levels of achievers and moving the patients through them 
as part of a socialization process. 
The final problem to be discussed is one which was 
briefly alluded to in criticizing Atthowe and Krasner's 
(1968) study. It is the problem of assumptions that be-
.havioral researchers make about what is reinforcing. To 
repeat, the authors considered that praise is social re-
inforcer, but it was pointed out that this is not neces-
sarily the case. It is reinforcing only if it maintains or 
incr.eases behavior. Punishment cannot be defined by the 
expected effect an experimenter anticipates. If sup-
pression of behavior does not occur, then even the 
most extreme, repressive measures cannot be considered 
to be punishment. What is reinforcing or punishing must 
be defined in terms of the way. a patient responds to an 
experimental procedure. 
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Too often a researcher will assume a stimulus is 
reinforcing to a subject because it is to himself. This 
assumption interferes with his searching for a reinforcer 
that wil1 work !or the subject. This lack of creative ex-
perimentation may cause an experimenter to run thousands 
of trials with a stimulus that "ought" to be reinforcing 
and is, in fact; not at.all because the subject's behavior 
is not changing. When working with· psychotic subjects, 
the problem of a mistaken, a priori assumption of what is 
reinforcing becomes all the more prominent because the 
nature of the subject's disturbance dissociates them from 
reality. For them it is much less likely that what is re-
inforcing for the experimenter will be reinforcing for 
the subject. Therefore it behooves the experimenter to 
search for reinforcers for psychotics in order to get 
them mobilized and r~spon~ing to real contingencies rather 
than to assume what ought to be reinforcing and to build 
his reinforcement design to a priori (cf. Lloyd & Abel, 
1970). To the present author the real strength of oper-
ant techniques is that they require the experimenter to 
find some reinforcer that works for the subject from the 
subject's point of view. 
From the above discussion it is clear that there are 
a number of problems with the research on token economies. 
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Some of them may be partially solved by carefully considering 
ways to improve the reported methodologies. These considera-
tions are the topic for the following section. However, one 
of the problems with doing the research is:that a psychiatric 
ward by its very structure (limited staff, etc.) is a much 
more difficult place to do research than a psychological lab-
oratory (Liberman, 1968). One can do one's best to train a 
staff, but having others implement a program is bound to be 
different than being able to do it oneself. This must be a 
necessary evil. It is clear to the present author that his 
is not a flawless evaluation of a token economy. But after 
careful consideration of the problams with previous inves-
tigations it is hoped that the present study will be signi-
ficant improvement. The following section contains what the 
author considers necessary to improve both the token economy 
itself and its evaluation. 
Suggested Methodological and Program Improvements 
Patient re~istance or nonparticipation problems which 
were I£1ost prevalent in programs where the emphasis was on 
general behavioral expectations or when the patients were ex-
pected to respdnd to a prior contingency, e.g., a set wa~e 
for performing a certain task. When contingencies were ori-
ented towards the individual patient's present level of func-
tioning so he was able to earn tokens, resistance and non-
participation difficulties were not mentioned (Gripp & Magaro, 
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1971). Steffy (1968) suggested individualized contracting 
for the target behaviors as a way to overcome resistance. 
It appears that getting the patients to be successful in 
earning tokens is an important first step in overcoming re-
sistance. Winkler (1971) pointed out that spending tokens 
is an important adjunct to earning tokens if the patients 
are to remain interested in the contingencies. In summary, 
intensive success-oriented individualized contingencies which 
bring the patient success at his present level of functioning 
should serve to minimize nonparticipation and resistance in 
the token economy. 
It has been noted, however, that individualized pro-
gramming tends to work against the patients' generalizing 
of target behaviors to either new situations or new behavi-
ors. Ellsworth (1969) found that no behaviors that were 
reinforced by token in the patient occupational therapy ses-
sions carried over to on-ward target behavior performance. 
Atthowe and Krasner (1968) suggested that their program 
yielded generalized behavioral gains because the patients 
had to become aware of contingencies that applied to a whole 
group of ~esponses. Gripp and Magaro (1971) and Lloyd and 
Abel (1970) said that a graded series of target behaviors 
starting with the patient's present level of functioning and 
leading him through to behaviors which dupliqated normal eco-
nomic and social interactions was important in helping the 
patient improve in a general fashion and to be able to func-
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tion in his community. ~volff -and Vrazel (1969) and Birky, 
Chambliss, and Wasden (1971) pointed out that classes for 
the patients in developing target behaviors were necessary 
for the patients to have improved behavior that would be re-
sistant to extincti6n. They started their classes because 
they found that their schizophrenic patients were so lacking 
in social skills that the free operant nature of contingent 
reinforcement was too slow a procedure. They found prompt-
ing greatly improved thair patients' performance. Superfi-
cially, the intensive individualized programming used to get 
the patient mobilized, ward-wide contingencies used to shape 
increasingly complex and meaningful target behaviors, and 
classes to apply these new behaviors to facilitate general-
ized improvement (generalized skills) seem to be opposing 
areas of focus, for neither procedure fosters the develop-
ment of the other and may tend to ~xclude th~ other. How~ 
ever, all procedures can be seen to complement each other 
and are basic to an improved token economy. The lower the 
level of functioning of the patient the more individual pro-
gramming is required. As he improves his behavior, he is 
better able to partake.of more general. contingencies and 
make use of classes for buildi~g up his deficient social 
skills. Thus a token economy must be flexible and resource-
ful if it is to speak to th~ need~ of all of the patients. 
The staff on the ward.is the most crucial element in 
the efficacy of a token economy. Its effectiveness cannot 
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be assumed; it must be trained.and then nurtured. A prelimi-
nary training program is essential. When the staff begins 
to implement the program, their training period must continue 
and, in a sense, it never ends. Follow-up·supervision has 
been shown to be ex~remely important in improving the staff's 
competence and maintaining morale (Liberman, 1968). In the 
early stages the staff needs a lot of reinforcement (McNama-
ra, 1971). Rehearsing and role playing has been found to be 
a useful training technique for the staff (Gardner, 1972). 
~he staff must have adequate training, follow-up, and rein-
forcement if they are to be expected to implement the con-
tingencies of the token economy with these patients with whom 
most had previously resigned themselves to a custodial rela-
tionship. Now the staff must take an active role in motivat-
ing the patient. 
The selection of subjects is difficult to randomize 
because of the nature of wards in a psychiatric institution. 
The patients are generally grouped for their similarity . 
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When attempting to form a control group, rand0m assignment 
to the groups would be ideal. No special transfer or match-
ing procedures should be taken because they decrease tbe rep-
resentativeness of the population as well as the statistical 
degrees of freedom. 
It is difficult also to control for staff attitude. 
The effects of the various token economy procedures are very 
probably enhanced by a motivated staff. To sort out the ef-
SJ 
fects of a token economy various controls are desirable. Id-
eally, one would have a similarly ·motivated staff on a dif-
ferent ward. The alternative, having both control and ex-
perimental subjects on the same ward, would probably be con-
founded by differential staff-patient interaction between 
the two groups. 
·Control groups are meaningful only when general be-
havioral measures are used. They cannot be compared on tar-
get behavior changes when they are considered in the experi-
mental token economy groups. This is, because the token 
economy patients are evaluated on what they are taught; the 
control group is not taught, so the results are not generali-
zable. Because of the fixed set-up of the hospital, blind 
ratings are very difficult to obtain. However, bias can be 
partially controlled for by comparing the general scores be-
tween groups. Reliability .coefficients between raters on 
general measures should be obtained. Also assessing the re-
lationship between the general measures and ratings of tar-
get behaviors gives com~ construct validity to the general 
ones if the target behaviors are meaningfully chosen for 
their face validity as representing nonpsychotic behavior. 
Reliable ratings of general personality and behavioral fac-
tors in conjunction with accurate time sampling of target 
behaviors and staff records of token earnings and contingency 
changes should supply adequate_ data for interpreting the 
changes in both the experimental and control subjects. The 
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goal of a token economy is helping the patients prepare them-
selves for re-entry into society. How adequately it is 
moving towards its goal must be accurately assessed in order 
to imprbve the technology. Good data are the core of an ac~ 
curate assessment. 
Hypotheses 
Based on the problems of design discussed above com-
parisons between patients and staff on the token, milieu, 
and nonsupplemental program wards will be made to test the 
following hypotheses which are suggested by deficits in the 
literature. 
1. Because supplemental ward programs have been 
related to positive staff morale and amount of staff-
patient interaction (Moss & Houts, 1968), it is hypo-
thesized that the ward atmosphere on the token and 
milieu wards is comparable. The atmosphere on both 
is superior to the nonsupplemental programmed ward. 
2. The token and milieu ward patients are hypo-
thesized to show significantly greater behavioral 
improvement than th~ nonsupplemental program patients 
due to the effects of supplemental programming and 
ward atmosphere. 
3. Patients on the token economy ward are hypothe-
sized to show significantly greater behavioral 
improvement than the patients on the milieu ward 
due to the advantages of systematic delivery of 
token reinforcement over the non-contingent rein-
forcement programming of the milieu "treatment ap-
proach (Atthowe and Krasner, 1968). As staff 
influences are controlled for, this hypothesis 
tests the absolute effects of the specific type of 
treatment program. 
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CHAPTER 2 
METHOD 
outline of the Method 
This section is presented so the reader will have a 
frame of. reference for integrating the i~formation that. fol-
lows in this chapter. Patients from three separate buildings 
were the subjects for this study and provided the basis for 
comparisons of the effects of ward program and ward atmos-
phere on patient improvement. Building TE was chosen be-
cause it was a token economy program, Building NO had no for-
mal program (no program control) , and Building MIL was chosen 
because it had a milieu-incentive program (different program 
control) . Each program was viewed as a primary independent 
variable in the design of this investigation. The second ma-
jor independent variable was the ward atmosphere (Hoos, 1973), 
assessed by a scale which was filled out by the staff and pa-
tients anonomously at the midpoint of the study; this was 
done to evaluate the average ward atmosphere. The dependent 
variable of patient improvement was assessed in two ways. 
First, the nursing staff filled out a behavioral rating, the 
Nosie-30, for each patient at Time 1, late December 1973, and 
again at Time 2, late April, 1974. Also the subjects parti-
cipated in two three-man group sessions at the same time per-
iods, and these sessions were recorded on Vldeo tape. Rat-
ings were then made of video tape recorded behavioral gain 
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(VTR change) as well as of beha_vioral consistency, a VTR level 
of functioning measure designated BEtUEV. 
Descriptions of the Three Buildings Selectea for 
. 
the Present Investigation 
Building TE was designed as a multiple-step, token eco-
nomy·program for patients referred from other hospital units. 
Participants in the program worked their way through four 
"life styles" via token earning. Life styles began with a 
basic day labor level where patients could earn a minimum of 
tokens, lived in simulated poverty conditions and were not 
allowed to obtain good token earning_j?bs. The top life 
style, on the other hand, inv.olved maximum freedom and com-
fort for patients while at the same time demanding of them 
higher token costs. 
Patients were ~xpected to save enough token above their 
daily expenses to purchase their way into more desirable life 
style groups. The top three groups required patients to main-
tain a daily average of token earnings to remain in their 
group. Patients, in effect, lived in a situation where they 
could determine through their efforts their movements toward 
or away from discharge. The goal of the program \'Jas to make 
it more attractive for patients to work toward their own hab-
ilitation by ·assuming increasing degrees of responsibility 
for decisions concerning their daily life. 
The second building, Building NO, was without any sys-
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tematic treatment program. The bu~lding was designated to 
be closed shortly after ·the completion of the present study 
which dlscouraged staff from beginning new programs as well 
as continuing old ones. Patients in this building attended 
their normal off-ward activities but received, relative to 
the two other programs, little additional attention. It was 
assumed that morale would be low among staff in this building 
because of their uncertain future and, since their responsi-
bilities were custodial rather than therapeutic, they would 
be less interested in patient growth. 
Building MIL, the third building, had a milieu treat-
ment program that was designed to fulfill the same basic ob-
jective as Building TE's, to encourage patients to assume 
responsibility for their own habilitation. This program, 
however, did not make use of systematic, contingent reinforce-
ment although it did utilize a graded series of· life style 
situations ranging through a closed and open ward. Patients 
earned their way up the ladder by demonstrating nresponsible" 
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behaviors which included mostly personal and ward hygiene ac-
tivities and were recorded daily by the staff. Cigarettes 
were controlled on a contingent basis for the lower groupsj 
This program was not designed for special referrals but 
rather developed out of a sense of frustration by the build-
ing staff concerned with the rather arbitrary manner in which 
decisions were mdde about patients. The program, which was 
first implemented shortly before this study began, grew out 
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of an accounting system in which both patients and staff were 
given a·clearer definition of their objectives. For some 
time prior to the beginning of this program, the building 
had a reputation for being one of the "back wards.·· 
Building TE also will be referred to as the token 
economy program; Building NO as no program, and Building 
MIL as the milieu-incentive program. The three buildings 
were fairly comparable in terms of staff/patient ratio, the 
quality and training of available staff, the amount of in-
dividual and group therapy (minimal), and the amount of and 
manner which chemotherapy was administered. 
Subjects 
The subjects for this study were originally 90 male 
patients who were hospitalized at Downey Psychiatric Veterans 
Hospital in Downey, Illinois. Thirty patients came from each 
of three buildings chosen on the basis of two sources of in-
formation; first, the written or verbally given description 
of building program by the building staff, and second the 
clinical judgment of a consultant who had worked with staff 
and patients on all three buildings. The staffs of the three 
buildings were asked to refer their 30 most difficult, long 
term, chronically institutionalized patients. This type of 
patient was requested for two reasons. First, since the pre-
sent investigation was an evaluation of the building program, 
it was likely that if the most difficult patients were helped, 
then patients less severely disturbed would also benefit from 
the program. Second, it was more likeiy that a sizeable 
number of lower functioning patients would still be hos-
pitalized when it was time to retest them. 
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The patients had the nature and procedure of the in-
vestigation interpreted to them, and were requested to volun-
tarily sign a video tape release before they could partici-
pate in the study. Approximately 25_per cent of the patients 
referred for t~is study refused to sign and they were replac-
ed by other better functioning subjects. Thus the final 
group of subjects was at a moderately higher level of func-
tioning than had been originally intended. 
In addition to these original subjects, 48 patients 
and 34 staff members from the three buildings assisted the 
investigator by consenting to fill out the Ward Atmosphere 
Scale (WAS), and provid1.ng him with background information. 
The subject variables for all patients is presented in 
Table 1 and Table .2 lists the staff variables. Gaps in 
the tables indicate the missing data. 
Thirty subjects came from Building TE, defined as a 
token economy program. Building TE was different from the 
other two buildings in that all of its patients are referred 
to it from other wards throughout the hospital. It only ac-
cepted psychiatrically disturbed and not organically dys-
functioning patients. In contrast, the other two buildings 
admitted patients directly as they first entered the hospi-
tal. 
Age (years) M 
SD 
Diagnosis N= 
Schizo-
phrenic 
Organic 
B s 
Alcohol-
ic 
Privileg-
es N= 
Yes 
No 
Ward Ten- l-1. 
ure SD 
(months) 
Table 1 
Patient Demographic Data for All Buildings and All Groups 
Building TE 
All Measures WAS only 
(N=25) (N=l7) 
25 
0 
0 
13* 
12 
39.50** 
9.16 
18.50* 
9.75 
15~25 
15.· 25 
Building NO 
All Heasures WAS only 
16 
1 
0 
(N=l7) (N=l9) 
- -
42.33* 
8.50 
10** 
7 
15·. 25 
15.10 
* 3. 4 0 ++ 
5.50 
Building MIL 
All Measures vvAS only 
21 
1 
1 
4 
19 
(N=23) (N=l9) 
48.33 
10.40 
24.50 
12.10 
7.ss+++ 
12.25 
Hospital 
Tenure 
(years) 
+E.< .OS 
++E.< .01 
+++E.< .001 
* 
.05 
.e.< 
** e.< ~01 
***E.< .001 
Table 1 (Continued) 
Building TE Building NO 
All Measures WAS only All Heasures WAS only 
(N=25) (N=l7) (N=l7) (N=l9) 
M 
SD 
11.08** 
6.91 
intrabuilding level 
intrabuilding level 
intrabuilding level 
interbuilding level 
interbuilding level 
interbuilding level 
1~.50 
10.16 
6.75 
2.80 
of significance 
of significance 
of significance 
of significance 
of significance 
of significance 
4.64 
7.40 
Building .f.\1IL 
All Measures WAS only 
(N=23) (N=l9) 
13.75 
6.08 
*** 9.75 
10.88 
"-. ..,.,.., 
Table 2 
Staff Variables for the Three Buildings 
Service 
Sex 
Medical 
Nonmedical 
Hale 
Female 
Privileges 
Privileged Pt. 
Nonprivileged Pt. 
No distinction 
Time on Ward 
(years) 
• 
Building TE 
(N=lO) 
2 
8 
5 
5 
1 
3 
6 
3.16 
2.08 
*2. < . 05 interbuilding level of significance 
Building 
(N=lO) 
7* 
3 
5 
5 
2 
4 
4 
3.0 
2.55 
NO Building 
(N=l4) 
4 
10 
8 
6 
0 
6 
8 
2.16 
1.08 
MIL 
"' w 
.·~ 
Of the original 30 patients, 4 were transferred to 
other b~ildings and 1 refused to participate in the entire 
study. No patients were discharged. Therefore, complete 
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data were collected on 25 subjects. These subjects will be 
referred to as having "all measures" in the tables; pa-
tients who only took the ward Atmosphere Scale will be 
listed underflWAS only." Demographic information on the 25 
n~ain subjects and the 13 WAS only subjects is presented in 
~able 1. No significant differences were found between the 
"all measures" and the "WAS only" patients from Building TE 
in terms of how long they had spent on the ward or how much 
total time they spent in the hospital. This result occurred 
because Building TE was a referral rather than an admitting 
building. Intrabuilding demographic comparisons for the other 
two subject groups were found to contrast with TE when Build-
ings NO and MIL were examined. 
Building NO, which was chosen because it did not have 
a formal or special building-wide program, also referred 30 
subjects. Of these 9 were discharged and 1 was transferred 
to another building prior to the posttest, and 3 refused to 
partitipate fbr the full course of the study. Therefore all 
measures were administered to 17 patients. Seventeen other 
patients were given the WAS only. Complete available subject 
information is listed in Table 1. It should be noted that 
the "all measures" subjects on ~uilding NO had spent a signi-
ficantly longer time on their wards tnan had the "WAS only" 
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patients {!:_=3.05, 12_(.01~ df=32_). 
Building MIL was chosen because it had newly imple-
mented a milieu-incentive program. Of the 30 patients re-
ferred, 3 were discharged and 2 refused to participate in 
the full course of the study. No subjects were transferred. 
Therefore 23 patients had all measures administered to them. 
Nineteen additional patients only took Ward Atmosphere Scaie. 
The demographic information (Table 1) indicated that the main 
subjects had spent much more time on the ward than had the 
"VJAS only" subjects (!:_=3, £<·001, df=40). The strongly 
significant differences for the "all measures" patients on 
Buildings NO and MIL to have spent more time on the ward 
t:han the "WAS only 11 patients indicates that the staffs of 
these two admitting builoings were cooperative in referring 
patients who were not able to leave the hospital and there-
fore at a lower level of frinctioning than other patients on 
the ward. This was the type of patient the investigator had 
requested. 
The hypotheses of this investigation involved 25 pa-
tients from Building TE, 17 patients from Building NO, and 
23 patlents from Building M~L. In addition the WAS data in-
cluded scales from the above metnioned 65 subjects as well 
as the 17 different patients and 10 staff members from Build-
ing TE, 19 patients and 10 staff members from Building NO, 
ant 19 patients and 14 staff members on Building MIL. These 
groups of subjects were clearly not equivalent at the begin-
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ning of the study. Data on th~ staff members are presented 
in Table 2. Information was collected as to whether the 
staff person saw himself as being a part of the medical or 
nonmedical service, sex, whether the person worked with non-
privileged or privileged patients or there was no distinction 
between the types of patient he came into contact with. Sig-
nificantly more of the staff on Building NO viewed themselves 
as being in medical service than did staff members on either 
Building TE or MIL(t=2.47, £(""-05, df=l8 for Buildings NO 
and TE; !_=2.10, E<·05, £.f=22 for Buildings NO and HIL). No 
other significant uifferences were found between the staffs 
of the three buildings. 
Measures 
Ward Atmosphere Scale. From the research cited in 
Chapter 1 it is clear that there can be secondary positive 
effects of a structured token economy program. To some de-
gree token economy programs require more systematic staff-
patient contact. ·Patients may experience a greater sense of 
autonomy as choices become clearer and the decision-making 
apparatus less arbitrary and more within the patients' con-
trol. The literature does not seem to contain any studies 
in which the staff morale, patient-staff contact, and general 
enthusiasm which ordinarily accrue to a developing token eco-
nomy program have been partialled out of the apparent treat-
ment effects attributable to the contingent reinforcement 
aspect of the program. To assess these secondary effects of 
both the token economy on Building TE and the milieu-incen-
tive program on Building MIL, the Ward Atmosphere Scale 
(Moos, 1974) was employed. The scale is used to assess var-
ious aspects of staffs' and patients' interaction which Moos 
has found to be important parameters of patient change. The 
Ward Atmosphere Scale (WAS) has 10 subscales organized into 
3 dimensions. 
The Involvement, Support, and Spontaneity 
subscales are conceptualized as measuring 
Relationship dirr.ensions .... These var-
iables assess the type and intensity of 
personal relationships existing among pa-
tients and between patients and staff . 
• . . The next .four subscales, i.e., Auto-
nomy, Practical Orientation, Personal Prob-
lem Orientation, and Anger and Aggression 
are conceptualized as Personal Development 
or Treatment Program dimensions . . . . 
The last three subscales of Order and Or-
ganizations, Program Clarity, and Staff Con-
trol are conceptualized as assessing Admin-
istrative Structure dimensions (Moos; 1973, 
p. 305). 
The basic Ward Atmosphere Scale consists of 99 items 
which are true-false statements about how the ward is viewed 
by both patients and staff of a building. The basic scale 
is Form C; there is an ideal form, Form I (true-false about 
what the ward should be like) I an expectations scale, Form 
E (what the ward will be like), and a 40-item short form, 
Form S. The short form, like the basic scale, is concerned 
with how the ward is viewed now. It has the same 10 sub-
scales as Form C made up of the latter's most reliable items. 
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Since there are so few items per factor, the author points 
out that it is not appropriate to make comparisons of in-
dividual patient's scores but rather to look for ward-wide 
trends. Both forms were piloted with representative sub-
jects and it was decided that Form C was too long for the 
type.of patient involved in the present investigation, but 
that the short form would be manageable. Each item may be 
scored only ~1" or "0''. There are four items per subscale; 
therefore the range of scores on a subscale is 0 to 4. The 
results presented in the following chapter for the WAS re-
flect this scoring procedure. 
Nurses' Observation Scale for Inpatient Evaluation. 
The Nurses' Observation Scale for Inpatient Evaluation short 
form (Nosie-30) developed by Honigfeld, Gillis, and Klett in 
1965 was chosen as the instrument the staff used to assess 
the patients' on-ward le~el of functioning. ·This measure· 
was developed by the authors by taking the 30 most reliable 
items from the Nosie~so. They then ut1lized the scale to 
assess the differential effects of meaication in a 24 week, 
experimental, double-blind drug program. They were very sa-
tisfied with the sensitivitY of the Nosie-30 to the different 
treatment conditions. The scale was also found to have ade-
quate interrater reliability. Normative data was then col-
lected for the Nosie-30 on 630 male schizophrenics who, on 
the averag0, were 52.4 years of age and had been hospitalized 
15.9 years. The normative information, the Nosie-30 itself, 
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8~~ the hand scoring key may be found in Appen~ix B. The 
normative data were analyzed into six factors. The factors 
and representative items are presented below: 
Positive Factors Negative Factors 
Item 
~ Social Competence (COM) Irritability (Irr) 
11. Refuses to do the ordinar~ 6. Gets angry or annoyed 
things expected of him. easily. 
13. Has trouble remembering. 12. Is irritable and grouchy. 
4. 
9 . 
Social Interest (Int) 
Shows interest in the ac-
tivities around him. 
Tries to be friendly 
with others 
Personal Neatness (Nea) 
8 Keeps his clothes neat. 
16. Is messy in his eating 
habits. 
Manifest Psychosis (Psy) 
7. Hears things that are 
not there. 
26. Talks, mutters, or 
mumbles to himself. 
Retardation (Ret) 
5. Sits unless directed 
into activity 
26. Is slow moving or 
sluggish. · 
The total patient assets score is derived in the following 
manner: Tot = 96 + (Com + Int + Nea) - (Irr + Psy + Ret) • 
• 
Honigfeld pointed out that the items are phrased com-
pletely in behavioral terms to minimize the staff's subjecti-
vity. He found that a qualitative 5-point scale was neces-
sary, for the staff could not be relied upon to accurately 
count behaviors. To maximize the objectivity of the Nosie-
30 he suggested that two staff members be involved in rating 
each patient. A modification of this rating method is ex-
plained in the procedures section of this chapter below. The 
70 
normative data were based on tqe addition of two ratings on 
each patient. The range of possible scores is 0-208 and the 
normative data shows the mean score for total patient assets 
(Tot) to be 132.5. 
The Video Tape Rating Measure. The third measure used· 
in this study was a behavioral rating scale designed to as-
sess both behavioral change and behavioral level of function-
ing in the video tape analysis of structured, small group in-
teraction. The scale will also be referred to as the video 
tape (VTR) change measure. It was designed specifically for 
this study to give a single observation behavioral level and 
change measure of the social and interpersonal skills con-
sidered necessary for patients to be able to live in the com-
munity. The VTR change measure was created to contrast and 
compare patients' behavior in two structured group interac-
tions. sessions which were taped four months apart. Theses-
sions are described in detail below in the procedures section. 
A copy of the VTR measure may be found in Appendix c. 
The measure itself consisted of 25 items into 5 sub-
scales: Physical Appearance (PA), Cognitive Skill Compet-
ence (CSC), Goal Orientation {GO), Interpersonal Skill Com-
petence {ISC), and Self-Defeating Behaviors (SDB). Each 
item on the measure was scored on two separate dimensions. 
The first was whether a subject showed any behavioral change 
from one taped session to the next. If improved, he re-
ceived 5 points for each item; if the same, 3 points, and if 
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worse, l point. The five individual subscale items were 
added together to obtain the subscale score; the subscale 
scores were totaled to give a total score (VTRTOT) for change 
in behavior between the two sessions. 
The second dimension rated was VTR overall level of 
functioning parameter (BEHLEV). For the PA, CSC, GO, and ISC 
subscales an item-relevant behavior that was present during 
both taping sessions was scored l; if a behavior was present 
in only one session or in no session, then it was scored 0 
on the BEHLEV parameter. In the case of the Self-defeating 
Behavior subscale, a behavior present during both sessions 
was scored -1. If a self-defeating behavior was present dur-
ing only one session or in neither, it was scored 0. 
The rationale for the level of functioning parameter 
is rooted in a concept of behavioral consistency as opposed 
to behavioral change. Therefore behaviors present only iri 
both sessions are considered a consistent behavior in the pa-
tient's repertoire, a situation which is qualitatively differ-
ent from the behavior being present on only one occasion or 
not at all. Persistent self-defeating behaviors are viewed 
as detrimental and thus th~ patients who consistently exhib-
its them are considered to be at a qualitatively lower level 
of func~ioning than those who do not. Hence each patient re-
ceived two separate, qualitative VTR scores. The first score 
is for behavioral change with the patient serving as his own 
baseline. The second is for level of functioning where he 
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is compared with other patients in terms of behavioral con-
sistency. The video tape total change scale had a range of 
possible scores was 25 to 125; on the BEHLEV parameter the 
possible range was 0 to 20 because the SDB subscale included 
negative values for present self-defeating behaviors. 
A number of steps were taken to insure the objec-
tivity of the ratings of the video tape sessions. Special 
attention had to be paid to three possible confounds: First, 
the raters should not know which was the first and which was 
the second session when rating behavioral change. Second, 
the raters should be naive about the program origin of the 
patients observed. Third, rater bias in terms of rating res-
ponse style to first viewed session, total group performance 
(halo effect), and patient position in the group must be 
evaluated. To minimize biasing information from the time 
of testing (first or second) , the setting and the proceedings 
of the structured group interaction sessions were made as 
identical as possible and the order of their viewing posi-
tion was randomized. All references to the time of year and 
the past tape session were edited out prior to rating. Also, 
all r~ferenc~s to building and program were deleted. Finally, 
to look at possible response style confounds, the following 
steps were taken: The two sessions were randomly ordered on 
each 1 hour tape; on one-half of the tapes the December ses-
sions appeared first, followed.by the April sessions, on the 
remainder the sequence was reversed. There were no signifi-
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cant correlations between the o~der of the tape sessions 
viewed and the degree of improvement on the PA, GO, ISC, SOB, 
subscales, and ~n the total change scores (VTRTOT). There 
was, however, a significant correlations between which tape 
was seen first and the amount of improvem~nt noted on the 
cognLtive Skill Competence subscale with t~e first-viewed 
session more often rated higher (r=.39, r::.<Ol). No signi-
ficant relationships were found between patient group and 
their degree of improvement between sessions nor between the 
patient's seat position and amount of behavioral change. 
The findings that no tape position, seat position, 
nor general group effects were present in the ratings along 
with the precautions taken to delete time, session, and pro-
gram indentification references permit the conclusion that 
the ratings of the patients were unbiased. An explanation 
of how the ratings were done and the interrater reliabilit{es 
are presented below. 
The raters were two clinical psychologists who were 
trained to use the VTR measure on three pilot groups where 
they rated nine subjects independently and then discused their 
ratings. The subscale rel.ia.bili ty coefficients on the pilot 
groups were .68 for PA, .72 for scs, .11 for GO, .61 for ISC, 
.82 for SOB, and .84 for VTRTOT for the total change scores. 
-
The raters discussed some of-the problems they were having, 
and they decided to watch the first half of each of the two 
sessions (which was the three patients working together to 
solve a puzzle) and then to partially rewind the tape and 
watch tte second half of each of the two sessions (which 
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was a 5-minute interview with each of the three patients). 
In this manner they found that they could better remember 
what had transpired and therefore could'better compare the 
two sessions. They then revised the criteria for the Goal 
orientation subscale and considered themselves ready to rate 
the subjects by viewing the two sessions for three subjects 
in a group and then rating each patient independently. Next 
they compared their own independent ratings and discussed 
their differences and together rerated the subjects, thus 
obtaining a consensual score for each of both rating para-
meters. The correlation matrices (Table 3) show the inter-
rater reliabilities for their independent ratings as well as 
each rater's reliability with the final consensual ratings 
.for both video tape scoring parameters combined. The inde-
pendent interrater reliabilities are acceptable; thus the 
consensus was used as the VTR raw data for the 65 subjects. 
Nosie-30. When this investigation was being explained 
to the staffs of Buildings TE, NO, and MIL, they were shown 
the Nosie-30 ·and told that they would be asked to fill out 
the scale in January (1 week after the first video taping) 
and again in April (1 week after the second tape sessions 
were over). Comments were sought. All staffs thought that 
the Nosie-30 would reflect an accurate picture of the pa-
tients and that they, the staff, would be able to find the 
Table 3 
Interrater Reliabilities for Video Tape Measures of 
Behavioral Change and Level of Functioning 
Consensus 
.90 
.84 
.84 
.86 
.92 
.90 
-...J 
Ul 
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time to fill out the scale on the subjects. 
The Nosie-30s were distributed immediately after each 
of the two video taping periods and all were returned within 
10 days of distribution each time. In addition to the tlirec-
tions on the Nosie-30 itself, the staff members were given 
the following instructions in writing: 
1. Two staff persons on the day shift who know 
the patient best should sit down together and 
fill out one scale on each patient. I would pre-
fer that nursing assistants rate the patients 
whenever possible. 
2. One person should read off the number next 
to each item he or she thinks is most accurate 
If there is disagreement about a particular item, 
please discuss the reason and mark the most satis-
factory description. The two staff people should 
alternate patients for reading off the.item Rcores. 
Note: Filling out the scales can become tedious. 
Please do no more than 10 patients at one sitting 
in order to remain as accurate as possible in your 
evaluations. 
Thank you for your assistance. 
The general purpose of these additional instructions 
was to make the ratings as accurate and as objective as pos-
sible. The nursing assistants on the day shift were chosen 
as principle raters because they had the most contact with 
the patients. Two staff members were asked to rate th7 pa-
tients together. so that they would be more likely to take 
the time to rate the patients carefully. They were also asked 
to alternate on reading items for every other patient so that 
one person's viewpoint would not strongly bias the other's; 
that they would be sure to rate the patients in a reliable 
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manner, and in the case of staff tuLnover, very probably at 
least one person who rated the patients the first time would 
be available for rating the second time. Even with these 
precautions, however, a certain number o~ logistical prob-
lems in the staff ratings were encountered. Of the final 
65 s·ubje·cts, only 53 had two raters both times; the rest had 
one. Only 31 patients had the original two raters, but for-
tunately 60 patients were rated by at least one of the ori-
ginal staff members the second time. Five subjects' Nosie-
30's Time II testing were scored by only one rater and he 
was not part of the first rating. This nursing assistant 
felt he knew his patients very well (he was their group lea-
der) and therefore was able to accurately rate them. It is 
the opinion of this investigator that given the problems in-
_herent in having staff rate patients, the procedure outlined 
here produced the most accurate ratings possible. 
Ward Atmosphere Scale Administration. The patients 
were brought to a central location where they were asked 
about ward and hospital tenure and asked to fill out the 
scale. If a.ll i terns were ansv1ered the same or if the scale 
was not completed the patient's scale was not included. The 
staff were asked to fill out their scales and return them to 
the investigator. These scales were filled out within two 
weeks of the midpoint of the study, March 1, "1974. All scales 
were filled out anonymously and kept confidential. 
Procedure for Structured Small Group Composition. 
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The 90 original patients formed th~ 30 original groups with 
1 member/group coming from each of the three buildings. Also 
5 pilot groups ·were formed from a fourth building, Building 
P, to perfect the nature of the structured interaction and 
to later train the raters of the VTR measure. The first 5 
pilot group sessions, involving 15 patients from Building P, 
took place in mid-December, 1973; the taping of the 30 ori-
ginal groups began one week later and was completed by Decem-
ber 30, 1973. Approximately four months later the second 
tape sessions were held. The structured activity was iden-
tical in these sessions. to that of the first. Wherever pos-
sible, the same patients were brought together in the group 
at Time 2 as in the first tape session. As was mentioned 
earlier, there was considerable turn-over in the patient pop-
ulation. So as not to lose too many groups the following 
criteria were set: If the status of two of the three group 
members had changed (discharge, transfer, or refusal), the 
group was terminated and all three subjects were dropped from 
the study. Two pilot groups and five original groups were 
lost in this manner. If one subject was unable to continue, 
then the other two subjects were kept in the study and a new 
substitute was found. Ten original groups and one pilot had 
one substitute. Fifteen of the original 30 groups and two 
of the original pilots were·kept intact from the first taping 
to the second. 
Procedure for Structured Small Group Interactions. 
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The group session itself (both. at Time 1 and Time 2) lasted 
for approximately 30 minutes. The first 15 minutes were 
allocated to the performance and discussion of a cooperative 
work task. Nine pieces of wood which fit together to form 
3 squares were mixed up and 3 pieces were given to each pa-
tient. This idea came from the Broken Squares Game (Pfeiffer 
& Jones, 1969). Then the patients were told that they had 
to work together to make three squares identical to the 
fourth, an example on the table in front of them. They were 
told they could offer and ask each other for pieces. There 
were two rules, however: They could not take another per-
son's piece without his expressed permission ~or do another's 
puzzle. They were encouraged to make suggestions to each 
other. The task was presented as an opportunity for one to 
see how well they could work together. It was often neces-
sary to emphasize that it was not a test of how well a pa-
tient could do the puzzle. 
They were given 10 minutes to work on the task. If 
• 
they were having difficulty, they were prompted by the in-
vestigator. This was done in order to test the limits of 
how well they could work together. After the puzzle the 
groups were directed to reflect on how they worked on it and 
how they had to help each other. The puzzle was insoluble 
if they did not work together even if the rules were followed. 
The investigator made an attempt at generalizing the benefits 
of cooperation to on-ward activities. 
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A.schematic diagram of. the puzzle pieces and an ex-
. 
planation of their distribution is in Appendix D. 
The second 15-minute segment in eaGh of the two 
tape sessions consisted of a 5-minute interview with each 
of the three patients with the investigator's questions be-
ing.alt~rnated between them. Each patient was given the 
opportunity to respond to the same inquiries. They were 
first asked about things they enjoyed doing here in the hos-
pital, before they went in the service, or would enjoy if 
they were to leave the hospital. Questions about meaningful 
work experiences were also included. They were next asked 
if they wanted to leave the hospital and to explain their 
answer. Also they were questioned about what changes they 
thought the staff members wanted from them before they would 
be permitted to leave the hospital. Then they were asked if 
they thought they had to change and in what way before they 
could live on the outside. Finally, they were asked what 
plans they had or would make for living in the community. 
The purpose of this 30-minute structured, small 
group session was to give a standardized assessment (with 
the VTR Scale) of behaviors which are considered relevant 
to a patient's leaving the hospital and living in the com-
munity. Also it is believed that the patients were provided 
with two worthwhile interpersonal experiences~ 
Statistics 
Given the nature of the measures, procedures, and 
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subject configurations, ~irst basic descriptive statistics 
were performed to provide a profile for each building. Then 
t-tests were used to ascertain preliminary trends in inter-
building differences on a particular measure. Finally, an 
analysis of covariarice procedure was used to determirtc the 
validity of the main hypotheses of this investigation, the 
effect!; of building program and ward atmosphere on patient 
im~rovement. Kerlinger (1964) pointed out that this type of 
analysis is one of choice since the present study is of a 
ouasi-experirnental design and involves intact groups and 
nonrandom assignment of treatments (as the patients were al-
ready on their wards and the different building programs 
were already implemented). 
CHAPTER 3 . 
RESULTS 
outline of the Results Section 
As this chapter is complex, a synopsis of its organi-
. zation is presented first. The basic hypotheses of this 
study concern the differential effects of the type of build-
ing program and of overall (staff and patient) ward morale 
on patient growth. The organization of this chapter speaks 
to these hypotheses. Data on ward atmosphere, the measure 
of ward morale, are presented first by building, and then 
interbuilding comparisons are made. It was hypothesized that 
buildings with programs, Building TE and Building MIL, would 
have generally better morale than the building with no pro-
gram, Building NO. 
The ward atmosphere data are followed by the data 
on the first ~easure of patient growth (the ward staff's 
rating of patient l-evel of functioning on the Nosie-30 form). 
The individual building data are again followed by interbuild-
ing comparisons. Preliminary t-tests, however, were the only 
comparative analyses made of the Nosie-30 data because it was 
found that the initial nature of Nosie-30 data and patient 
demographic data (that of the intact groups being unequal from 
the beginning) made it inappropriate to utilize the analysis 
of covariance statistical procedure. The explanations for 
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this mishap are discussed towards .th~ end of this chapter as 
well as in the final chapter. In any event, it was hypo-
thesized that the patients from the token economy program 
would show the greatest increase in the.staff ratings; the 
patients from the milieu-incentive program would show some 
increas~; and the patients from the no program building would 
not be rated higher by the staff. 
The Nosie-30 data are then followed by video tape 
change and video tape level of functioning data. The data 
for the three buildings are presented together. As for the 
Nosie-30 data, it was hypothesized that the improvement from 
the first to the second video tape session should be most for 
Building TE, with some improvement for Building MIL, and none 
for Building NO. 
The methodological reasons as to why meaningful 
inter.program statistical comparisons cannot be made are 
next explained. Following this discussion it is explained 
that an examination of the relationships between each de-
pendent variable and the various independent variables ac- · 
ross buildings provides the most meaningful legitimate anal-
ysis of the ·data. A step-wise multiple regression procedure 
was chosen for the analysis, and the statistical technique 
is explained. Next intra and intermeasure Pearson correla-
tions are presented as they serve as the basis for the mul-
tiple regression procedure. The chapter concludes with the 
Presentation of the results of the multiple regression analy-
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ses of the data of this study .. 
Results cf the Ward Atmosphere Scale 
!he Ward Atmosphere Scale scores for the various build-
ings are presented below. Staff, patients involved in the en-
tire study, as well as all patients on the buildings who con-
sented to take the WAS, have the mearis and standard deviations 
tabulated along with Moos' (1973) normative ward means and 
ward standard deviations. Before looking at comparisons be-
tween buildings, the WAS scores from each were compared with 
the normative data to examine whether any of the buildings 
employed in the present study represent unusual ward atmos-
phere conditions. The means and standard deviations for the 
buildings are for patient scores and the scores for the 
normative data are ward (i.e., population) means and ward de-
viations. Therefore_ the interpretation of the various build-
ings' performance in terms of standard scores was made using 
the difference between the building and normative means di-
vided by the standard deviation for the normative data which 
is essentially the standard deviation of the normative popu-
lation mean; the patient deviations were not considered in 
this calculatioD~ 
The hypothesized relationships between the three 
buildings immediately follow, and they should be kept in 
mind when examining the Ward Atmosphere Scale results. Briefly, 
Building TE was hypothesized to be high on all three Ward 
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Atmosphere Scale dimensions. Building NO was expected to be 
loW on Relationship and Treatment Program as well as on the 
Administrative Structure. Building NIL was expected to be 
high on Relationship, and moderate on Treatment Program and 
Administrative Structure. 
TREAT~ENT ADMH~ISTRATIVE 
RELATIONSHIP PROGRA!-1 STRUCTURE 
HIGH Buildings TE, MIL Building TE Building TE 
MODERATE Building NO Building MIL Building MlL 
LOW Building NO Building NO 
Building TE. For Building TE there were no signifi-
cant differences between either of the patient group scores 
on any of the 10 subscales and the normative data as shown 
in Table 4. The token economy staff differed significantly 
on two of the subscales from the normative data·for staffs. 
The staff rated their ward as being significantly lower th~n 
the norm in Practical Orientation (~=2.00, E~-05), and much 
• 
higher than the norm on Staff Control (~=2. 95 ,· E <.. 01) . vJhen 
all the patients are considered, there is a slight, nonsigni-
ficant trend for these patients to view their program a-s be-
ing higher than the norm on the Relationship and System Main-
tenance dimensions of the WAS and for the ward to be rated 
lower on the Treatment Program dimension. The staff shows 
an overall nonsignificant trend towards being lower and 
higher on the Administrative Structure one. These results 
Table 4 
Results of the Ward Atmosphere Scale (WAS} 
for Building TE Patients and Staff 
Ward Atmosphere Scale Scores 
Ward At- Staff Staff 
mosphere Patients Patients P.::ttients Build- Norma-
Sub- All Measures WAS Only Normative ing 'l'E tive 
scales (N=21) (N=38) (N=l60 (N=lO) (N=l60 
Wards} Wards) 
Involve- M 2.62 2.52 2.18 1. 60 2.42 
I ment SD 1.20 1.09 .61 .79 .77 ~ 
0 Sup- M 2.00 2.21 2.04 1. 80 2.69 
·r-1 
:eort SD .94 . 1. 09 .54 .79 . 55 . .j.J 
mo. Spontane- M 1.76 1.88 1. 90 1. 90 2.63 r-i ·r-1 (l)..C: 
~ rJ) ity SD 1. 09 1. 01 .57 1. 58 .51 
Autonomy M 2.14 2.24 2.53 2.50 3.19 
SD 1.35 1.36 .51 1.37 .57 
s Practic- M 2.23 2.34 2. 49' 2.70* 3.46 
rd al Orie- SD 1.14 1.15 .49 1.16 .38 ~ ntation 0 Personal 1.57 1. 63 1. 97 1. 80 2.37 H M 
AI Problem SD 1.12 1. 28 .61 1.23 .79 
.j.J Orienta-~ 
~ tion 
.j.J Anger H 1.67 1.89 2.28 2.80 3.02 
m and Agg- SD 1.28 1. 20 .59 1. 23 .61 (!) 
H ression 
8 
0:: 
0'\ 
I 
ro 
1-1 <11 
+I 1-1 
U) ::J 
·<1 +I 
s:: 0 
·<1 <11 ::J 
~>~-~ 
'0 ·<1 +I 
~.J..)U) 
Table 4 (Continued) 
Ward Atmosphere Scale Scores 
Ward At- Staff Staff 
mosphere Patients Patients Patients Build- Norma-
Sub- All Measures WAS Only Normative ing TE tive 
scales (N=21) (N=38) (N=l60 (N=lO) (N=l60 
Wards) Wards) 
Order M 2.71 2.76 2.49 2.60 2.31 
and Org- SD 1. 23 1.26 .59 1.27 .81 
anization 
Program M 2.00 2.24 2.16 2.90 2.69 
Clarit;t: S"D .83 1. 08 .54 .74 .58 
Staff 11 2.67 2.42 2.14 3.00** 1. 32 
Control SD 1.02 1.18 .61 8" . ,(,. .57 
* Level of significance 
normative data 
between the staff data for Building TE and the staff. 
E. <.05. 
** Level of significance 
normative data 
E. <.01 
between the staff data for Building TE and the staff 
00 
-....! 
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were unexpected based on the e~pected organizational struc-
ture of the token economy. It was assumed that the program 
would be rated high on the Treatment Progra~ dimension, but 
neither the staff nor the patients saw it that way. There 
are no significant differences on the Relationship dimension, 
and therefore no special type of staff-patient interaction. 
Yet staff and patients agree that the ward is organized. 
Building KO. For Building NO the results of the 
Ward Atmosphere Scale are shown in Table 5. No signifi-
cant differences were found for the two patient groups or 
for the staff when the subscale scores were compared with 
the normative data. There were some minimal nonsignifi-
cant trends for the WAS only patient group. They saw their 
building as being lower than the norm on Treatment Program, 
higher on Administrative Structure, and not different on 
the Relationship dimension. The staff saw the ward a~ 
lower on Relationship and Treatment Program and higher on 
Administrative Structure compared to the norms for staffs 
. 
from 160 other wards. These trends for the staff were 
consistent, but the size of the difference is not great 
enough to make them significant. 
Building MIL. For Building MIL the results of the 
WAS are presented in Table 6. Neither patient group dif-
fered significantly from patient norm on any subscale. 
Neither did the staff differ except on the Support sub-
scale where the staff rated their ward as being less sup-
Results 
for 
Ward At- Patients 
roo sphere All Measures 
Sub-
scales (N=l7) 
I Involve- M 1.80 
s:: ment SD 1.20 0 
·.-t Sup- M 1.73 +l·.-t 
·~ ..c: port SD 1. 22 
r-ltll Spontane- M 1. 93 Q) 
ll4 ity SD 1.16 
Autonomy M 2.20 
SD 1. 20 
PractJ.c- M 1.93 
al Orie- S.D 1.03 
+l 
s:: E: ntation 
Q) ~ Anger 11 1.73 E: 1-1 
+l ·2" and Agg- SD .88 ~ 0 
ression Q) 1-1 
~-~~ Personal M 1.53 E-i 
Problem SD 1.06 
Orienta-
tion 
Table 5 
of the Ward Atmosphere Scale (HAS) 
Building NO Patients and Staff 
Ward Atmosphere Scale Scores 
Patients w,- Patients Staff 
Only Normative Bldg. 
(N=34) '=160 Wards) (N=lO) 
,.. 
2.09 2.18 2.00 
1.46 .61 1. 05 
2.18 2.04 1.10 
1.27 .54 1.10 
2.03 1.90 2.20 
1.17 .57 .92 
2.03 2.53 2.40 
1.24 .51 1.17 
2.24 2.49 2.80 
1.13 .49 1.14 
1. 47 2.28 2.50 
.99 .59 1.78 
1.56 1.97 1. 00 
1.23 .61 .82 
Staff 
Normative 
(N=l6 0 Wards) 
2.42 
.77 
2.69 
.55 
2.63 
.51 
3.19 
.57 
3.46 
.38 
3~04 
• 6·1 
2.37 
.79 
cc 
\.0 
(]) 
> 
..... 
~(]) 
m $.1 
$.1 :;j 
~~ 
rJ) 0 
..... :;j 
s:: $.1 
..... ~ 
S ·en 
~ 
Table 5 (Continued) 
Ward At- Patients Patients WAS Patients Staff Staff 
mosphere All t-1easures Only Normative Bldg. Normative 
Sub-
scales (N=l7) (N=34) (N=l60 Wards) (N=lO) (N=l60 Wards) 
Order M 2.73 2.79 2.49 2.10 2.31 
and Org- SD .79 .94 .59 1.10 .81 
anizati-
on 
Program M 2.00 2.38 2.16 2.20 2.69 
Clarity SD 1.20 1.23 .54 .79 .58 
-Staff M 2.33 2.62 2.14 1.70 1. 32 
Control SD .72 .82 .61 .82 .57 
* E <.05 level of significance of the difference from the Normative Data 
**E < .01 level of significance of the difference from the Normative Data 
Table 6 
Results of the Ward Atmosphere Scale (WAS) 
for Building MIL Patients and Staff 
Ward Atmosphere Scale Scores 
Build- Staff 
Ward At- Pftients Patients Patients ing MIL Norma-
mosphere A 1 Measures ~JAS Only Normative Staff tive 
Sub-
scales (N=l2) (N=31) (N=l60 (N==14) (N=l60 
Wards) Wards) 
I Involve- M 2.42 2.45 2.18 1. 86 2.42 s:: 
0 ment SD .90 .88 .61 1.41 .77 
·rl 
+J·rl Sup- M 2.00 1. 87 2.04 1. 50* 2.69 
cn..c: Eort SD 1.04 1.12 .54 1. 29 .55 rill) 
& Spontane- M 1.58 1.71 1.90 2.64 2.63 
i t:L SD .90 1.01 .57 1.28 .51 
Autonom:t: M 2.42 2.32 2.53 2.21 3.19 
SD 1.08 1.22 .51 1. 42 .57 
Practic- M 1.92 1.94 2.49 2.79 3.46 
al Orie- SD .79 1. 03 .49 1.02 .38 
+J ntation s:: e 
Q) en Personal M 2.58 2. 42. 1. 97 1. 57 2.37 e ~-~ Problem SD .79 1. 06 .61 1. 08 .79 +J 
l1j 0 Orienta-Q) 1-1 
~-~~ tion 8 Anger M 2.50 2.42 2.28 3.21 3.02 
-· and Agg- SD .77 1. 59 .59 .70 .61 
ression 
1.0 
I-' 
I Q) 
II) Q>, J.l 
·ri > ::s 
S.::·ri +) 
·ri +) u 
s m ::s 
'UJ.IJ.l 
.:!!+1+1 
U) 
Table 6 (Continued) 
Build- Staff 
Ward At- Patients Patients Patients ing HIL Norma·-
mosphere All Measures WAS Only Normative Staff tive 
Sub-
scales {N=l2) (N=31) (N=l60 (~=14) (N=160 
Wards) Wards) 
Order M 2.67 2.55 2.49 1. 36 2.31 
and Org- SD .88 1.00 .59 1.28 .81 
anization 
Program M 2.50 2.36 2.16 2.21 2.69 
Claritl SD 1. 00 1.12 .54 1.19 .58 
Staff M 2.33 2.48 2.14 2.14 1. 32 
Control SD 1.07 1. 09 .61 1. 03 .57 
*e <.05 level of significance between the Building MIL Staff Scores and the 
Staff Normative Data. 
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port1ng ( z=2. 17, E.< . 0 5) than the norm. There was a trend 
for the patients to see the Administrative Structure dimen-
s1on slightly higher than the average war6 rating. The 
staff, however, tended to be lower than nor~~l on this ·di-
mension. There are virtually no discernable differences or 
trends for the patients on either of the other two dimen-
sions; the staff did appear slightly lower, however, on the 
Relationship and Treatment Program dimensions. These dif-
f~rences are not significant. 
When the normative data are compared with the scores 
for each of the buildings, it is clear that none of the 
wards involved in the present study was very different from 
the normative baseline in terms of both the staff and pa-
tient WAS scores. However, Moos (1973) used a variety of 
hospital settings (e.g., teaching, state, and V.A.) to de-
velop the normative scores for 160 wards. Therefore,.the 
testing of t~e hypotheses concerning ward atmosphere was 
done with the atmosphere of the three buildings evaluated 
relative to each other rather than against the baseline of 
normative data. 
Interbuilding Comparisons of Ward Atmos.E_b.ere Sc;ale 
Scores. A student's t distribution was used to assess dif-
ferences between the buildings on the 10 WAS subscales for 
staff and all the patients responding to the WAS. The lar-
ger group of patients was used for this analysis because 
their scores did not differ significantly from the patients 
who provided the investigator with complete data when each 
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building was examined separately. Therefore, a larger, more 
representative view of ward atmosphere is the foundation of 
the comparisons of patient views of their own wards. These 
contrasts are elaborated on Table 7. 
The staff on the token economy building were signifi-
cantly higher on Staff Control than the staff mem~ers on · 
Building NO (!_=3.55, E..<·On2, df=l8) and those on Building 
MIL (!_=2. 0 4, E.<. 0 5, df=22) . Building TE staff also rated 
tteir token economy program as clearer than the Building NO 
staff viewed their own program (t=2.10, E.<-OS, ?f=l8). Fi-
nally the staff of token economy viewed their ward as signi-
ficantly better organized than the staff of the milieu-in-
centive program, Building HIL viewed theirs (!_=2. 36, P< . 0 3, 
df=22). In summary, it is reasonable to say that the staff 
of the token economy program viewed the Administrative 
Structure dimension of their ward atmosphere as being 
stronger than did the staff of the other two buildings. 
The patients of the token economy program did not dif-
fer significantly from the patients on Building NO (no pro-
gram) on any ~vAS subscale. The patients from Building TE 
viewed their ward as being significantly lower than the 
milieu-incentive patients viewed theirs on. the Treatment 
Program dimensions subscales of Anger and Aggression (!_= 
2.02, E<·05, df=67). The patients from Building NO like 
those of -the token economy program reported much less Per-
sonal Problem Orientation (!_=2. 04, E.<. 003, df=63) and 
WAS Scores 
WAS Subscales 
·r-1 Involvement M 
..c:: SD U) 
f:: 
0 Support M ..... 
+l SD flj 
r-1 
& Spontaneity M 
SD 
Autonomy M 
SD 
Practical M 
Orientation SD 
+l 
f:: Personal Pro- H Q) El 
El ro blem Orienta- SD +l ~ 
flj 
Q) 0 tion 
~ ~ 
8 ~ Anger and r1 
Aggression SD 
Table 7 
for the Staff and Patients from the Three' Buildings 
Building TE Building NO Building NIL 
Patients Staff Patients Staff Patients Staff 
(N=3 8) (N=lO) (N=34) (N=lO) (N=31) (N=l4) 
2.52 1. 60 2.09 ·2.00 2.45 1. 86 
1. 09 .79 1. 46 1.05 .88 1. 41 
2.21 1.80 2.18 2.10 1. 87 1. 50 
1. 09 .79 1. 27 1.10 1.12 1.29 
1. 88 1. 90 2.03 2.20 1. 71 2.64 
1. 01 1.58 1.17 .92 1. 01 1. 28 
2.24 2.50 2.03 2.40 2.32 2.21 
1. 36 1. 37 1. 24 1.17 1.22 1. 42 
2.34 2.70 2.24 2.80 1.94 2.79 
1.15 1.16 1.13 1.14 1. 06- 1. 02 
1.63 1. 80 1. 56 1. 00 2.42ef 1:57 
1.28 1. 23 1.23 .82 1.03 1.08 
1. 89 2.80 1. 47 2.50 2.42gll 3.21 
1.20 1. 23 .99 1. 78 1.17 • 70 
I.C 
l.}l 
Table 7 (Continued) 
Building TE Building NO Building NIL 
Patients Staff Patients Staff Patients Staff 
WAS Subsc.ales (N=38) (N=lO) (N=34) (N=lO) (~=31) (~=14) 
QJ Order and M 2.76 2.6od 2.79 2.10 2.55 l. 36 
> Organization SD • l. 26 l. 27 .94 1.10 1.00 l. 28 ·r-1 
+JQJ 
liS 1-1 
1-1 ~ Program M 2.24 2.9oc 2.38 2.20 2.36 2.21 
+l+l 
[J) 0 Clarity SD 1.08 .74 1.23 .79 1.12 1.19 
·r-1 ~ 
s:: 1-1 
3.ooab ·r-1 +l Staff H 2.42 2.62 l. 70 2.48 2.14 E!Ul Control SD 1.18 .82 .84 .79 l. 09 l. 03 '0 
< 
a E.< • 01 sig. of difference from Building NO 
b E.< • 05 sig. of difference from Building HIL 
c E.< • 05 sig. of difference from Building NO 
dJ2.<.05 sig. of difference from Building HIL 
e E. < • 01 sig. of difference from Building TE 
f E.< • 01 sig. of difference from Building NO 
g 12. < • 05 sig. of· difference from Build~ng TE 
h 12. < .001 sig. of difference from Building NO 
Anger and Aggression (t=3.52, p<.OOl, df=63) than the pa-
- -
tients from the milieu building. 
The staff of Building NO has been noted as viewing 
their ward to be significantly less structured than th~ 
staff of Building TE. No significant differences were 
found in conceptualization of ward atmosphere between the 
staffs b£ the no-program ward and those from the milieu-
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incentive one. Therefore the staff from the token economy 
program saw their program as having significantly more Ad-
ministrative Structure than the staffs of the other two 
buildings viewed their own. There were no other signifi-
cant interstaff differences. The patients from the milieu-
incentive program saw significantly more Personal Problem 
Orientation and Anger and Aggression, subscales of the 
Treatment Program dimension, than did the patients of the 
other two buildings. 
There were, however, some nonsignificant trends be-
tween the buildings which will be noted so an approximation 
can be made of an adequate ward atmosphere classification 
for each building. 
It will be recalled that it was originally hypothe-
sized that the three buildings chosen for evaluation would 
be ·ifferent from each other in ward atmosphere as an out-
growth of the different levels of programming for the pa-
tients. Building TE, the token economy, was expected to be 
superior in terms of the Ward Atmosphere Scale dimensions 
99 
of Relationship, Treatment Program, and System f1aintenance. 
In short, it was expected that there would be an overall 
positive effective program with good staff morale due to 
the special nature of this token economy. 'Building NO where 
there was no organized program and patients were dealt with 
on an individual basis, was expected to be average on the 
Relationship dimension and low on the other two dimensions 
involved with programming. Building HIL was hypothesized 
tc fall in between the other two buildings on ward atmos-
phere. This group was expected to be as high as the token 
economy on Relationship, slightly lower than Building TE on 
Treatment Program and on Administrative Structure as the 
milieu-incentive program was new and loosely organized. 
Utilizing the results found in Table 7, an attempt is made 
below to schematize both the hypothesized relationships 
between these three buildings and the actual relationships 
found for both the staff and patients. The "actual'' part 
of the chart below was composed using a general criterion 
that a difference between two buildings of approximately 
.5 in the total for a dimension was the basis for qualita-
tively separating the buildings; a difference of at least 
1.0 points was needed to put the buildings on the extremes 
of the chart. This criterion was chosen because there were 
so few significant differences between the buildings; it is 
basically to give the reader an ordinal frame of reference 
for the ward atmosphere data. 
High 
Relationship 
HY"P0t~Actuar 
TE, MIL 
Hedium NO TE 
LOW. lm,MIL 
High S.E, ~VIIL 
Medium NO NO,MIL 
Low TE 
Patients 
Treatment 
Program 
Hypo t h . ·1-=-\-c-:-t-u-a -=-1 
TE riiL 
.1\HL TE 
NO NO 
Staff 
TE TE,MIL 
MIL 
NO NO 
Administrative 
Structure 
Hypoth. -Actil~X 
TE 
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MIL NO,TE,HIL 
NO 
TE TE 
HIL NO,. MIL 
NO 
In general none of the patients' scores from the buildings 
corresponded to the original hypothesized relationships. The 
staff ward atmosphere building relationships only correspon-
ded to the hypothesis for the Treatment Program dimension. 
The staff, it should be noted, was a major source of infor-
mation that was used in formulating the ward atmosphere hypo-
theses. These staff and patient patterns will Le examined 
more thoroughly in the building profile sectio ... 1 of the fol-
lowing chapter. 
Results of the Nosie-30 
Building TE. Tabl~ 8 shQws the patient scores of 
Building TE on the Nosie-30 at Time 1, Time 2, and the differ-
ence between the two ratings on each of the six factors and 
Nosie-30 Factors 
Social Competence 
(Corn) 
Social Interest 
(Int) 
Personal Neatness 
(Nea) 
Irritability 
(Irr) 
Manifest Psychosis 
(Psy) 
Retardation 
(Ret) 
Total Patient Assets 
(Tot) 
Table 8 
Results of the Nosie-30 for Building TE 
(N=25) 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
M 
SD 
Time 1 
(December 1 73) 
29.2 
7.0 
12.6 
3.7 
23.3 
7.4 
-12.3 
6.8 
-7.4 
5.4 
-8.2 
4.4 
131.8 
20.1 
Time 2 
(April 1 74) 
26.1 
7.1 
16.5 
6.9 
22.3 
7.4 
-13.0 
8.5 
-9.9 
6.1 
-9.0 
5.2 
128.6 
25.6 
Tot = 96 + (Com+Int+Nea) - (Irr+Psy+Ret) 
**£ <.01 level of significance between Time 1 and Time 2 
Difference 
-3.1 
8.6 
+3.9** 
5.9 
0.0 
5.9 
-0.7 
7.5 
-2.5** 
4.6 
-0.8 
5.7 
-3.2 
24.2 
I-' 
0 
I-' 
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for the total. No significant.differences were found on four 
of the factors. Patients were rated as being significantly 
more interested (Int) in the activities around them (t=2.76; 
.E < . 01, df=2 4) . Sixteen patients were rated lower the se-
cond time by the staff and nine higher. The increase on the 
one positive and one negative factor counteracted each other; 
no significant ·changesr therefore, were found in the patients' 
total assets (Tot) between Time 1 and Time 2. 
Building NO. The sLaff of Building NO originally 
filled out the Nosie-30 on 30 patients early in January, 1974. 
Of these 30, 9 were discharged, 1 was transferred, and 3 were 
not able to continue as the main subjects of the investigation. 
The staff filled out Nosie-30s on the remaining 17 patients 
for the second time (Time 2 in late April, 1974. It is impor-
tant to note that at Time 1 the average Nosie-30 score for 
the 17 patients who stayed was 137.1 with a standard devia-
tion of 33.3 while the mean Nosie-30 score for the 9 patients 
subsequently discharged was 168.9 with a standard deviation 
of 31.1. The discharged pa~ients were rated significantly 
higher (!,=2.37, .£<·03, ,2!=24) than those patients still on 
the ward at the end of April, 1974. There appeared to be 
overlap between the level of functioning the Nosie-30 measures 
and the criteria the Building NO staff used for discharging 
patients from the hospital. 
Table 9 shows the ratings of the 17 "all measures" 
patients from Building NO at Time 1 (January, 1974), Time 2 
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Table 9 
Results of the Nosie-30 
for Building·NO 
(N=l7) 
Time 1 Time 2 Difference 
Nosie-30 Factors 
M 28.7 32.4 +3.7* 
Social Competence SD 10.9 8.5 6.3 
(Com) 
social Interest M 14.0 17.4 +3.4 
(Int) SD 10.1 11.0 7.3 
Personal Neatness M 20.4 24.9 +4.5** 
(Nea) SD 9.1 9.5 5.0 
Irritability H -8.1 -6.0 +2.1** 
(Irr) SD 6.2 5.6 3.3 
Hanifest Psychosis Iv1 -5.4 -5.3 +0.1 
(Psy) SD 6.4 6.0 4.3 
Retardation M -8.7 -6.8 +1.9 
(Ret) SD 4.6 4.4 4.8 
Total Patient I4 137.1 152.8 +15.7*** 
Assets (Tot) SD 33.3 34.2 14.8 
·Tot= 96 + (Com+Int+Nea) - ( Irr+Psy+Ret) 
*e <.OS level of significance between Time 1 and Time 2 
**£ <.01 level of significance between Time 1 and Time 2 
***£ <.001 level of significance between Time 1 and Time 2 
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(Aoril-May, 1974), and the changes· between the intervals on 
the six Nosie-30 factors and the patients' total assets. An-
alysis of the 1-tests revealed significant patient imp~ove­
ment on three factors and the total score. Patients were 
found to be significantly more socially competent (:!:_-2.45, 
E<·03, df=lE) at the Time 2 than at Time 1. Also they were 
found to be neater and less irritable at Time 2 than at Time 
1 (:!:_=3.75, E( .002, df=l6; t=2.73, p (.02, df=lE). On no 
factor was there a decrease in level of functioning. Two pa-
tients were rated lower and 15 higher by the staff. Therefore 
the significant difference between Time 1 and Time 2 in the 
patients' total assets {!=4.31, E ~-001, df=lb) reflects 
the staff's view of much improvement in the patients' behavior. 
Building MIL. Five of the original 30 patients were 
discharged from t:ne hospital before the completion of the data 
collection. As Nosie-30 data was collected on all patients, 
a comparison of discharged patients' Nosie-30 scores was made 
with those who remained on the ward for the full four month 
course of this study. The 5 discharged patients had a total 
patieilt assets score mean of 152.8 with a standard deviation 
of 10.1. For the 23 remaining patients the mean score for 
their initial Nosie-30 was 109.8 with a standard deviation 
of 31.3. The discharged patients were rated significantly 
higher on the Nosie-30 (!-2· 89, E.< .01, df=26). There ap-
pears to be a relationship for Building HIL as well as for 
Building NO cited above between the rated level of functioning 
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on the Nosie-30 measure and the staff criteria for discharg-
ing patients from the hospital . 
. Table 10 shows the Nosie-30 means and standard de-
viation for the patients in Building l1IL (for Time l, Time 2, 
the difference between the two scores, and the levels of sig-
nifi~ance for ~he differences for the six fa<tors and the 
total patient assets. Patients were found to be rated sig-
nificantly higher the second time by the staff on two factors 
(Com, ~=2.51, E (.02, and Int, t=2.6l, £~.02, df=22). On no 
factor was there a significant decrease. The staff rated 13 
patients higher, 9 lower, and 1 the same in terms of the 
patients' total assets (Tot). The patients as a group were 
rated significantly higher at Time 2 than at Time 1 (~=2.84, 
E.<-01, df=22). 
To sun~arize the individual building data on the Nosie-
30 patients on Building TE were not rated as generally improved 
while those from Buildings NO and MIT were rated higher. Pa-
tients from Building TE were rated higher on Social Interest 
but lower on the Manifest Psychosis factor. Those from Build-
ing NO were rated higher on the Social Competence, Personal 
Neatness, and IrritabilitY factors and on the total patient 
asset score. The patients from Building MIL were rated higher 
on Social Competence, Social Interest, and on total patient 
assets. A general staff bias towards rating the subjects 
higher or lower can be discounted easily as a confound for 
Buildings TE and MIL because of the sizeable number of patients 
Table 10 
Results o·f the Nosie-30 for Building 
(N=23) 
Time 1 Time 
(Dec. I 73) (April 
Nosie-30 Factors 
Social Competence M 16.8 22.3 
(Com) SD 6.6 8.8 
Social Interest H 12.0 16.4 
(Int) SD 6.6 8.8 
Personal Neatness M 14.3 17.2 
(Nea) SD 9.0 10.1 
Irr.:j.tability Fr 
-11.8 -9.0 (Irr) SD 9.8 11.5 
Manifest Psychosis H -7.8 -8.3 
(Psy) SD 6.7 7.3 
Retardation M -9.7 -8.2 
(Ret) SD 6.2 7.3 
Total Patient M 109.8 127.0 
Assets (Tot) SD 31.2 39.7 
Tot = 96 + (Com+Int+Nea) - (Irr+Psy+Ret) 
* E <.05 level of significance between Time 1 and Time 2 
** E<·Ol level of significance between Time 1 and Time 2 
2 
'74) 
HIL 
Differences 
+5.5* 
8.2 
+4.4** 
8.2 
+3.5 
10.3 
+2.8 
8.2 
-0.5 
7.1 
+1.5 
5.1 
+17.-2** 
28.0 
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rated both higher and lower on.each. Staff bias is ffiore dif-
ficult to ignore on Building NO where only 2 of 17 patients 
were rated lower. However, only three of the factors showed 
significant improvement on this building. Therefore, at least 
a measure-wide patt~rn of bias toward rating the patients as 
having improved is not present for Building NO. An inspection 
of the mean differences for the other two buildings reveals 
that there is no measure-wide bias for them either. 
Inter-Building Comparisons. Table 11 shows the 
means and standard deviations for the three buildings for 
the total patient assets scores (Tot) at Time 1, Time 2 and 
the intrabuilding differences between the two ratings. At 
Time 1, December 1973, there was no significant difference 
between Buildings TE and NO, but both were significantly 
higher than Building .HIL (t=2.65, 12. < .01, df=46, for Build-
ings TE and HIL; _:!:=2.92, g~.Ol, df=38 for Building NO and 
MIL) . 
At Time 2 in April 1974 there was no significant dif-
ference between the mean scores for the patients on Building 
TE and MIL, but both buildings had mean Nosie-30 Tot ratings 
that were significantly lower thari the Time 2 Nosie-30 scores 
for Building NO (t=2.55, E~ .50, df=40, for Building TE and 
NO; !=2.25, £ ~.05; t=2.25, £~05, df=38 for Building MIL 
and NO). 
Finally in terms of difference of gain scores both 
Building NO and Building MIL had significantly greater dif-
Nosie-30 
Table 11 
Comparison of the Three Buildings on 
Nosie-30 Total Patient Asset Sccres 
{Tot) 
Building TE Building No: Building ~·:"IL 
{N=2 5) {N=l7) (N=23) 
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Tot Scores 
Time 1 
Time 2 
Differ-
ence 
(2-1) 
*P. <.05 
**2 <.01 
M 131. 8** 137.1** 109.8 
SD 20.1 33.3 31.2 
M 128.6 152.8* 127.0 
SD 25.6 34.2 39.7 
M -3.2 +15.7** +17.2** 
SD 24.2 14.8 28.0 
level of significance with unstarred means in 
the same row; n.s. with means with same starr-
ing 
level of significance with unstarred means in 
the same row; n.s. with means with the same 
starring . 
• 
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ferent scores (To:: scvre at Ti,!lle 2 minus Tot score at Time 1) 
than did Building TE, but Buildings NO and MIL did not dif-
fer in the amount of their patients gained on the average 
from each other (!_c:2. 81, E <. • Ol, df=40, for Buildings TE 
and NO; !_=2.66, E < .01, df=46, for Buildings '1'E and MIL}. 
In summary, Building MIL began at a point significantly lower 
than did Buildings TE and NO on Nosie-30 Tot ratings. Both 
Buildings TE and MIL finished at a point significantly lower 
than Building NO. Both Buildings NO and MIL Tot scores in-
creased significantly more than did Building TE which had a 
nonsignificant decrease in Nosie-30 Tot scores. 
The Results of the Two Video Tape Measures 
The results obtained from the rating of the struc-
tured small group interaction sessions are presented below, 
first the behavioral change scores followed by the video lev-
el of functioning scores for the three buildings. The behav-
ioral change scoring procedure utilized each patient as his 
own baseline and involved each item being scores 1 (worse), 
3 (same) , or 5 (better). This gave each subscale a hypothesi-
zed range of 5 to 25. A patient who remained the same on the 
average would receive a total score of 75. The level of 
functioning measure evaluated the patients relative to each 
other and examines stability of behaviors as opposed to change. 
A patient received 1 point for each item where a behavior was 
present in each group session, but received a score of -1 if 
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a self-defeating behavior was present in both sessions. The 
range of possible scores was -5 to 20 on this measure. 
Table 12 shows the means and standard deviations for 
the VTR change and VTR level of functioning scores for al~ 
the buildings. Inspection of t~e means for each building 
shows that there was no significant improvement or dcterio-
ration in the patients'· level of performance. Nine patients 
t,•tere rated higher, 2 the same, and 1..1, lower for Building TE; 
9 higher, 2 the same, and 6 lower for Building NO; ll higher, 
1 the same and ll lower for Building HIL. There were clearly 
no building-relevant effects that were involved with the pa-
tients being rated higher or lower. Thus there were no 
differences to be found between the buildings in amount of 
change in terms of the VTR rating. 
There were, however, differences noted between the 
-
building$ on the VTR general level of functioning score, an 
assessment of overall behavioral consistency between the two 
sessions. The patients from the milieu-incentive program 
were rated (from the tapes) as functioning at a significantly 
lower level than the patients from Building NO (t=2.02, E < 
.05, df=38) and at a much l.ower level than the patients from 
Building TE (t-4. 04, E <. 001, df=40) . Buildings TE and NO 
were not significantly different from each other. These re-
sults are generally in agreement with the Nosie-·30 ratings of 
the three buildings. 
In general significant relationships were found be-
Table 12 
Change and Level of Functioning Scores from 
the Video-taped Group Sessions 
Change Scores 
Building TE Building NO Building lv!IL 
(N=25) (N=l7) (N=2 3) 
Physical Appearance (PA) M 15.48 15.47 13.78 
SD 2.02 3.90 3.90 
Cognitive Skill M 14.04 14.88 lS.OO 
Competence (CSC) SD 3.06 3.42 3.36 
Goal Orientation M 14.76 15.71 15.44 
(GO) SD 3.57 4.S2 2.17 
Interpersonal M 14.44 16.17 15.00 
Skill Competence SD 4.10 4.19 2.70 
(ISC) 
Self-defeating M 14.92 15.47 1S.61 
Behaviors (SDB) SD 1.07 1.81 2.04 
Total Change M 73.73 77.71 74.83 
Score (VTRTOT) SD 9.57 14.75 9.38 
* 
*** 
Table 12 (Continued} 
Lev,el of Functioning Scores 
Building TE Building NO 
(N=25) (N=17} 
l·1 10.00*** 7.82* 
SD 4.28 4.54 
Maximum 17.00 16.00 
Minimum -1.00 1. 00 
£<.OS level of significance of difference from Building MIL 
2 <.001 level of significance of difference from Building MIL 
Building MIL 
(N=23} 
4.87 
4.55 
13.00 
-1.00 
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tween the VTR level of functioning measure and the nosie-30 
rating ~rom the three buildings. 
Pearson Product-Moment Correlations betwee~ ~easures 
The within and between measure correlations are pre-
sented at this point in order to provide the reader ~ith a 
fran:te of reference for the following section of this chapter, 
multiple regression equation results that were based on these 
matrices. Table 13 shows the subscale correlations for the 
VTR measure of behavioral change. Although there are signi-
ficant correlations (£~05) between all but one pair of 
subscales )Cognitive Skill Competence and Goal Orientation), 
generally the level of the correlations is low enough (< .50) 
to indicate that the subscales are assessing relatively inde-
pendent aspects of changes in the patients' behavior. 
Table 14 shows the intrasubscale and total score cor-
relations for each of the 2 Nosie-30 ratings. The correla-
tions for the first rating indicated that the positive behav-
ioral factors (Social Competence, Social Interest, and Neat-
ness) were significantly related between themselves and all 
positive factors were inversely related to the negative be-
havioral factors. The negative factors of Irritability and 
Manifest Psychosis were more strongly related to each other 
than either was related to the degree of lethargy a patient 
exhibited as assessed by the Retardation factor ratings. For 
the first Nosie-30 rating also, the positive factors more 
consistently contributed to the total score than the negative 
Table 13 
Interrelationship of the VTR Change Scores 
for the Subscales and 
the Total Change Scores 
Physical Appearance 
(PA) 
Cognitive Skill 
Competence (CSC) 
Goal Orientation 
(GO) 
Interpersonal Skill· 
Competence (ISC) 
Self-defeating 
Behaviors (SDB) 
r <. 20; 
r < .2a; 
E:<.38; 
esc 
.49 
(N=65) 
GO ISC 
.37 .39 
.15 .23 
.66 
SDB 
.31 
.22 
.54 
.47 
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.77 
.57 
.72 
.75 
.64 
Table 14 
Correlations between 
Subscales 
First Rating--Time 
Social Competence 
(Com) 
Social Interest 
(Int) 
Neatness 
(Nea) 
Irritability 
(Irr) 
Hanifest . Psychosis 
(Psy) 
Retardation 
(Ret) 
Second Rating--Time 
Social Competence 
Social Interest 
Neatness 
Irritability 
Manifest Psychosis• 
Retardation 
r <.20; 
r <.28; 
r <.38 
E. <.OS 
E. <.01 
E. <.001 
1 
Int 
.35 
2 
Int 
.48 
and Total 
(~=65) 
Nea Irr 
.70 -.24 
.41 -.10 
-.17 
Nea Irr 
.66 -.44 
.53 -.21 
-.29 
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i\Iosie- 3 0 
Scores 
.t-lpsy Ret Tot 
-.30 -.19 .83 
-.27 -.32 c;'? • v ~ 
-.22 -.11 I -• I l:J 
.31 -.02 -.49 
.20 -.57 
- "l~ ·--~ 
Mpsy Ret Tot 
-. 32 -.54 .85 
-.17 -.57 .71 
-.18 -.44 .78 
.27 .26 -.62 
.10 -.45 
-.67 
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factors diminished the score (~egative factor ratjngs in the 
scoring· procedure were subtracted from the subtotal). The 
pattern of correlations of the factors for the second Nosie-
30 rating virtually replicated that of the first. There was 
a small qualitative difference in that each positive factor 
cluster and negative factor cluster was more internally con-
sistent and there was a stronger inverse relationship between 
tbe two groupings. These patterns may have indicated that 
the patients were less sensitively rated by the staff the 
s~cond time, i.e.~ either generally more positive or more 
negative. The first rating, in contrast, indicated that the 
staffs were slightly more discriminating in their ratings as 
the factors tended to be more independent of each other. 
Table 15 presents the intercorrelations of the Nosie-
30 factors between the first and second rating. The diagonal 
·of this correlation matrix represents a measure of reliabil-
ity between the first and second rating. All of the relia-
bility coefficients except one (r=.53, E<-OOOl, df=63 for 
Retardation 1 vs. Retardation 2) were greater than .60 indi-
cating an acceptable level of reliability between the two 
Datings. 
Table 16 shows the correlations between the video 
tape level of functioning measure scores and the two staff, 
observational ratings of patients on the Nosie-30. The pat-
tern of correlations for the first Nosie-30 rating revealed 
that there was a relatively high level of corre~pondence 
Table 15 
Correspondence of Patient Scores on the NosLe-30 
between Time 1 and Time 2 
Social Competence Com-2 
(Com-1) .61 
Social Interest 
(Int-1) .39 
Personal Neatness 
(Nea-l) .42 
Irritability 
· ( Irr-1) - • 3 3 
Manifest Psychosis 
(Psy-1) -.35 
Retardation 
(Ret-1) -.29 
Total Patient 
Assets 
(Tot-1) 
r '<.20: e_ <.05 
r <.2a: 12 <.o1 
r <.38 E. <.01 
.66 
Int-2 
-~1 
~62 
.30 
-.05 
-.25 
- .. 40 
.49 
(N=65) 
Nea-2 
.54 
.34 
.66 
-.33 
-.32 
-.20 
.67 
Irr-2 
-.11 
-.14 
.03 
.68 
.32 
.13 
-.34 
Psy-2 
-.12 
-.21 
-.03 
.08 
.63 
.21 
-.29 
Ret-2 
-.23 
-.39 
-.21 
.12 
.17 
.53 
-.41 
Tot-2 
.48 
.:52 
.42 
.-. 42 
-.47 
-.41 
.71 
Table 16 
Relationships between the Two Nurses' Ratings of 
Patients 
(Nosie-30) and the Patients' VTR Level of 
Functioning Score {BEHLEV) 
Social Com-
petence 
Social Inter-
est 
Personal Neat-
ness 
Irritability 
Manifest Psy-
chosis 
Retardation 
Total Pa-
tient Assets 
r <. 20; E. < • 05 
r <. 28; E. < • 01 
{N=65) 
Level of Functioning 
Nosie-30 Time 1 
.51 
.39 
.51 
.10 
-.14 
-.23 
.47 
r < • 38; E. < • 001 
{BEHLEV) 
Nosie-30 Time 2 
.38 
.32 
.25 
.13 
-.13 
-.31 
.31 
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(e_..t::::_ .001) between the objectJ.ve -raters' view of the 
patients' functioning and the staffs' ratings of them 
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on positive factors as well as the Total Patients Assets 
score. The second rating and BEHLEV scores exhibited a 
similar pattern but the 1nterrelationships were not near-
ly as strong (generally E <.01). It may oe concluded 
taht the two separate levels of functioning measures, the 
Nosie-30 and BEHLEV, seemed to be measuring aspects of 
the same phenomenon, patient level of functioning (es-
pecially the first Nosie-30 rating correlated with BEHLEV), 
as evidenced by the high level of statistical ~orrespon­
dence between the two. 
Table 17 presents the intersubscale correslations 
for the Ward Atmosphere Scale. Generally, this pattern 
shows that the subscales were independent of each other 
with only six of a possible 45 ocrrelations greater than 
.40 and all iess than .60. Also, there was no regular 
pattern between cGrrelations wh~ch indicated that the 
Relationship, Treatment Program, and Administrative Struc-
ture dimensions were based on construct rather than sta-
tistical validity. This finding means, in other words, 
that there was no statistical reason, based on the data 
of this study, for grouping the subscales together as 
dimensions. 
Sup-
port 
Involvement .35 
Sup;eort 
Spontane-
ity 
Autonomy 
Practical 
Orienta-
tion 
Personal 
Problem 
Orienta-
tion 
Anger and 
Aggression 
Order and 
Organization 
Program 
Clarity 
r < • 24; 
r < • 34; 
.£<.44; 
E. < • 05 
E. < • 01 
E. < • 001 
Table 17 
Interrelationships of the Ward Atmosphere Scale 
Subscales 
(N=48) 
Practi- Personal Anger 
cal Or- Problem and Order and Spon-
tane-
ity 
Auto-
nomy 
ienta- Orienta- aggres- Organiza.-
.08 
.00 
.48 
.45 
.21 
tion 
.25 
.so 
.09 
.45 
tion 
.54 
.37 
.02 
.24 
.35 
sion tion 
.12 .22 
-.04 .10 
.11 .04 
.08 .47 
.27 .16 
.54 -.01 
-.05 
Pro-
gram Staff 
Clar- Con-
ity trol 
.38 .15 
.25 • 04 
.01 -.04 
.18 -.01 
.08 -.08 
.35 .19 
-.03 -.06 
-.03 .28 
.14 
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Multiple Regression Analysis Results 
· In the previous chapter it was decided that an analy-
sis of co~ariance procedure would be utilized for the compar-
ison of the three buildings across variables with the major 
emphasis on building program and ward atmosphere as predic-
tors of the two dependent measures of patient improvement. 
Unfortunately a step by step analysis of the available data 
indicated that comparisons between buildings might be im-
proper. The buildings seemed to differ from each other ini-
tailly in enough aspects in that there were too many vari-
ables to control for and they were too important to ignore 
(in this case age, hospital tenure, ward tenure, and privi-
leges and later the initial Nosie-30 Tot score). Two dis-
criminant analyses were performed on the three buildings uti-
lizing subject variable information (age, privileges, ward 
tenure and hospital tenurei for the first, and the initial 
Nosie-30 Tot score was included in the second with the sub-
ject variables. Both discriminant analyses revealed that all 
three groups' composition could be accurately predicted from 
this initial data: the groups began different from each 
other. This· finding makes it highly improbable that any 
treatment effect could change this pre-existing relationship 
between the three buildings (Johnson, 1974). Ideally, the 
groups should have been indistinguishable. An example of ~e 
statistical problem is that al.though two of the three groups 
improved significantly more than the third on the Nosie-30 
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Tot difference score it is impossible to estimate whE:'re the 
source of this improvement comes from. It could be from 
age, the privileges, total hospitalization time, etc., or 
from the program or ward atmosphere, the latter two sources 
related to the main hypotheses of this study: ThGs an analy-
sis o·f covariance procedure is contra-indicated (Johnson, 
1971, 1974~ Posavac, 1974). Hence the author will not at-
tempt multivariate comparisons between buildings; suc:1 con-
trasts would not be statistically legitimate nor logically 
valid, The follcnving analyses v1ill instead be used to examine 
the relationships between variables when all the subjects are 
grouped together. 
Multiple regression was chosen as the statistical 
procedure of choice for it formulates the relationship be-
tween a dependent variable and a number of independent vari-
ables. It is a method that can be used either for prediction 
or to examine relationships between variables (Sprent, 1969). 
A stepwise additive approach is commonly used in behavioral 
science where the best single predictor of a dependent vari-
able is first found, then it is entered into the regression 
equation and controlled for. Then the next best predietor 
is found (the remaining independent variable with the highest 
partial correlation) and entered into the equation. This 
process continues to add in the next best predictor of the 
dependent variable one at a time. There is, however, a prob-
lem with this procedure in that it maximizes the confounding 
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effects of chance by choosing the next best variable each 
time (Cooley & Lohnes, 1971). If too many steps are ln-
cluded in the analysis, the data become muddled, e.g., an 
independent variable entered on the 18th step may account 
for 50 per cent of the total variance and 95 per cent of the 
residual variance when entered at that point. This would 
clearly be a nonsensical result, for no single independent 
variable could account for that much variance logically, it 
would be more likely that chance just placed the numbers 
together in that particular manner. 
Caution therefore must be used in interpreting the 
results of a stepwise multiple regression procedure. It is 
generally believed that known independent influences can at 
best account for 25 to 35 per cent of the variance of a de-
pendent variable (Fiske, 1972). This means a correlation 
ought not to be higher than .50 to .h0 between variables 
which are not measures of the same phenomenon, i.e., not 
measures of reliability. Therefore the author decided on 
the criterion that independent variables would not be con-
sidered in the regression equation which would account for 
no more than ~ per cent of the variability of the dependent 
variable multiple correlation coefficient < .6~ or when the 
partial correlation was not significant. Also, when the 
partial correlation of an independent variable was not sig-
nificant, analysis of the steps of regression equation was 
terminated (Posavac, 1974). Further steps that accounted 
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for greater amounts of the dep.endent variable's variance were 
considered artifacts due to the optimal predictor method of 
choice of the next variable. Secondly, significant relation-
ships between variables at the .05 level are also question-
able due to optimization. These results are 'presented, but 
should be considered tentative~ the author is more confident 
of findings at the .01 and the .001 levels of significance. 
Finally it should be noted that a stepwise approach examines 
linear components of the regression equation and interaction 
effects among the predictors are discounted. 
The results of the multiple regression analysis are 
presented in the five tables below. They repr_esent the sum-. 
mary of numerous regression equations derived to ascertain 
the relative influences of jndependent variables on the major 
dependent variables and their subscales. The tables include 
the percentage of the dependent variable variation (i;e., the 
square of th~ multiple correlation coefficient) cumulatively 
accounted for by each independent variable successively en-
tered into the equation. Also the normalized· regression co-
efficient, Beta, for each variable is shown along with its 
level of significance. Ordinarily a regression equation w~ 
continued until it was able to account for 20 to 25 per cent 
of the variance of the dependent variable. However, the equa-
tion was terminated earlier if subsequent independent variable 
step additions did not contribute significantly to the de-
pendent variance. The steps of the equation were continued 
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further, 40 to 45 per cent if ~here were strong independent 
variabl& influences occurring in the fiist few steps of the 
equation where optimization is less of a confound. Finally, 
the levels of significance refer to the magnitude of indepen-
dent variable influence in predicting the mean value of the 
dependent variable. The levels themselves reflect the more 
conservative choice of either of two estimators. The first 
was the level of significance of the partial correlation co-
efficient with 63 degrees of freedom for all variables except 
the Ward Atmosphere Scale subscales which all had 46 degrees 
of freedom associated with them. The second estimator was a 
!-ratio which was provided by the statistical program com-
puted by having the value of the regression coefficient di-
vided by its own standard error, and utilizing the suggested 
levels of significance (Nie, Bent & Hull, 1970). In general 
·the partial correlation coefficient was the more conservative 
of the two estimators. 
Video Tape Change Measure. The interpretation of 
multiple regression equations is a very complicated procedure 
in that one is examining a pattern of relationships between 
variables .. A series of multiple regression equations were 
computed.to ascertain how the Video Tape Measure (and its 
subscales) of behavioral change were related to the first 
Nosie-30, the Nosie-30 retest at Time 2, and the Nosie-30 Dif-
ference scores between these two; the BEHLEV scores; the 
Ward Atmosphere Scale subscale scores; and the demographic 
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data available about the subjects (Table 18). In terms of 
the VTR total change score, the patients who were viewed as 
improving the most were those who were seen as least overtly 
psychotic at Time 1 on the Nosie-30 ratings by the staff 
(E < .001) had been in the hospital the shortest total amount 
of t~me (E~-001) but did not have privileges at some point 
in the study (2_ <. 05) ." For the V'I'R change subscales the 
strongest relationship with improved Physical Appearance was 
the age of the veteran with the older men appearing worse 
(E.~. 01) . Their first-rated level of Nosie-30 Social Compe-
tence, an index of on-ward cooperation, and how much they 
themselves perceived the staff as being authoritarian, based 
on the WAS Staff Control subscale, were both postiively re-
lated to VTR improvement (e, < . 0 5) . The patients ' improved 
ability to cooperate in solving the puzzle (Cognitive Skill 
Competence) was negatively related {£ ~ . 001) to how much · 
total time the patients said they had spent in psychiatric 
hospitals. This ability was negatively related (E.~. OS) to 
how irritable the staff rated them on the first Nosie-·30. 
The degree to which the patients developed a greater 
interest and ability to plan for life outside the hospital, 
the VTR Goal Orientation subscale, was negatively related 
(E_~.OOl) to how highly the staff rated them as being mani-
festly psychotic on the first Nosi~-30 rating. The more they 
saw the ward as being orderly and structured on the WAS Order 
and Organization subscale, the more the patients tended to 
j_27 
Table 18 
Hultiple Regression Summary 'I'ables for the 
Video Tape Measure of Patient Behavioral Change 
Dependent Variable: Total VTR Change Score 
Independent Variables 
Manifest Psychosis-Time 1 
Hospital Tenure 
Cum. per ~ of 
D. V. Var1.ance 
8.9 
17.9 
Dependent Variable: Physical Appearance 
Independent Variables 
Social Competence-Time 1 
Age 
Staff Control 
10.7 
13.8 
22.8 
Dependent Variable: Cognitive Skill Competence 
Independent Variables 
Hospital Tenure 
Irritability-Time 1 
11.1 
17.5 
Dependent Variable: Goal Orientation 
Independent Variables 
Manifest Psychosis-Time 1 
Order and Organization 
Privileges 
14.5 
18.6 
23.8 
Beta 
-.378*** 
-.438*** 
.249* 
-.338** 
.252* 
-.387*** 
-.210* 
-.406***. 
.295** 
-.280 
Dependent· Variable: Interpersonal Skill Competence (cont • d.) 
Table 18 (Contin\.led) 
C8pan~ent V~riable. 
C 1J.TT' • ~2~~~: · ..~:f.:: :·it: c_) f 
U. \". \l,·.l:ri~:.>.·;t~-
l ' (. ' . ~ 
Privileges ., c... -_! (j • ~ 
st)On :.:anei ty 2 ~. s 
Order and Organization 
Dependent V.J.riable: Self-defeat.inJ Bellavio:::s 
Independent Variables 
Social Interest-Time 1 
Social Competence-Time 1 
Staff Control 
Level of Functioning 
Personal Problem Orientation 
Involvement 
* 
** 
*** 
e.< .05 
E.< .01 
E. < .001 
7.3 
10.6 
15.3 
20.6 
23.6 
28.6 
.312** 
-.347*;~ 
.255* 
-.23-1* 
.333* 
-.276* 
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show a desire to leave the nosl-Ji ta 1 (p<. 01) . If they al-
ready had privileges, they were less likely to become more 
oriented towards leaving the hospital (E< .01). This last 
finding appears paradoxical, but it may be important. ·It will 
be further discussed below. 
The Interpersonal Skill Competence VTR subscale, a 
measure of a patient's improved ability to attend to, show 
interest in and respo~d to social situations, again revealed 
the paradoxical relationship bet\veen improved behavior, Time 
1-rated Manifest Psychosis, and privileges. Patients who 
were rated overtly psychotic the first time did not improve, 
but neither did patients who had privileges (£< .001). The 
patients view their ward as encouraging them to act freely 
(higher Spontaneity WAS subscale scores) and the more orderly 
the patients rated their ward, th2 more they tended to improve 
interpersonally (£" . OS). 
The decreases on the Self-defeating Behavior subscale 
of either psychotic-like, isolating, or negative behaviors 
were positively related (E-'. 01) to the amount of staff-rated 
interest the patient showed in interacting with and respond-
ing to others, i.e., their score on the Nosie-30 Social Inter-· 
est factor at Time 1 and to their Social Competence scores. 
Improvement in this area was also related to the WAS sub= 
scales of Staff Control and Personal Problem Orientation 
(E_~.OS), a measure of how concerned other patients and staff 
are about a veteran's past problems and how easy it is for 
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him to share that information. 1\nother WAS subscale which 
was related (£<·05), but n~gatively, to the decreases in 
selfdefcating behaviors was Involvement, which assesses 
pride in the ward, group spirit, and ge~eral enthusiasm. 
Also overall video tape level of functioning, BEHLEV, was 
negatively related (£<·05) to improvement of the Self-defeat-
ing Behavior subscale scores. 
All Nosie-30 Ratings. The first ·Nosie--30 rating mul-
tiple regression results {Table 19) basically show that the 
Fosie-30 is a level of functioning measure strongly related 
to other measures of level of functioning, BEHLEV and privi-
leges. This finding is most clearly observed of the Total 
Patient Assets score (Tot) where these two other variables 
account for 28% of the variability of Tot and both are signi-
ficantly related to it at the .001 level. The VTR level of 
functioning score {BEHLEV) is strongly related to all the 
Nosie-30 positive factors {p< .001). These relationships 
are very strong for two different measures of behavioral 
phenomena by different raters in two separate situations. Hos-
pital tenure and age are related to other positive Nosie-30 
factors, but the low level of correlation (p<.OS) make the 
relationships difficult to interpret. Although both inde-
pendent variables are generally thought to be related to 
prognosis, by themselves they are not sufficient to make a 
statement of how they might affect level of functioning as 
assessed by the first Nosie-30 rating. It should be added 
Table 19 
r4ul tiple Regression Summary Tables for the 
First Nosie-30 Ratings at Time 1 
Dependent Variable: 
Independent Variables 
Level of Functioning 
Privileges 
Dependent Variable: 
Independent Variables 
Level of Functioning 
Privileges 
Hospital Tenure 
Dependent Variable: 
Indelendent Variables 
Leve of Funct~on~ng 
Age 
Total 
Social 
Social 
Patient Assets-Time 
Cum. per cent of 
D. V. Variance 
14.9 
28.1 
Competence-Time 
14.5 
27.5 
31.8 
Interest-Time 
25.6 
32.2 
1 
1 
Dependent Variable; Neatness-Time I 
Indelendent Variables 
Leve of Funct~on~ng 
Order and Organization 
Hospital Tenure 
24.0 
33.6 
39.6 
1 
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Beta 
.386*** 
.364*** 
.382*** 
.361** 
-.207* 
.506*** 
.271* 
.479*** 
.313* 
.242* 
Table 19 (Continued) 
Dependent Variable; Irritability-Time 1 
Independent Variables 
Program Clarity 
Support 
Anger and Aggression 
Cum. per cent of 
-;s-;-v. ""Var fane e-
14.7 
23.0 
29.9 
Dependent Variable: Manifest Psychosis-Time 1 
Independent Variables 
Age 
Level of Functioning 
10.1 
16.1 
Dependent Varia~le: Retardation-Time 1 
Independent Variables 
Practical Orientation 
Spontaneity 
Autonomy 
Privileges 
* 
** 
*** 
E. <.05 
E. <.01 
E. <.001 
28.0 
34.0 
47.0 
52.9 
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Beta 
.383** 
-.288* 
.263* 
-.328** 
-.231* 
-.529*** 
-.244* 
.360** 
-.243* 
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that a patient was rated as ne~ter if he himself viewed the 
ward as orderly and organized. 
The negative factors for the first Nosie-30 rating, 
Irritability, Manifest Psychosis,and Retardation, present a 
more complicated picture than the positive factors. Dif-
ferent types of variables, i.e., not straightforward level 
of functioning, were the strongest in their relationships 
meaning an interpretation of reliability is not appropriate 
in their case. Ward Atmosphere Scale data were most strongly 
related to the factors of Irritability and Retardation ~hile 
the VTR level of functioning score (p < . 05) , BEHLEV, and age 
were negatively related (£ (.01) to scores on the Manifest 
Psychosis factor. When a veteran tended to be rated as more 
irritable by the staff, the better he felt that his ward 
program (which was apparently not to his liking) was under-
stood (£ ~-01) and the more expressed Anger and.Aggr~ssion 
he viewed as present on his ward(£(.05). The patients were 
rated less irritable as they tended to see more encourage-
. 
ment to express themselves freely (WAS Suppor.t subscale) , a 
significant finding at the .OS level of significance. The 
patients who were rated as more lethargic on the Retarpation 
factor saw very much less Practical Orientation (p ~.001, 
less Spontaneity (p <-OS) and fewer of them had privileges 
(£~ .05). The patients who felt they had the most encourage-
ment to be independent or were permitted to be so (a high 
Autonomy WAS subscale score) were also rated as more lethar·· 
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gic by the staff (p <. 01). 
The multiple regression equation ·results for the Nosie-
30 reratings at Time 2 (Table 20) appear to be considerably 
more erratic than those at Time 1. Only privileges, a dicho-
tomized variable (yes or no) , relates strongly to the Tot and 
positive factor scores as another measure of level of func-
tioning· (E_ < . 001). Otherwise an erratic pattern of t'lard 
Atmosphere Scale subscales were most strongly related. Prac-
tical Orientation was moderately related to the second Tot 
rating (_e_(.05). ·The VTR BEHLEV scores were related to 
Social Competence (E ( .01). Yet anger and expressed aggres-
sion perceived on the ward were related to the Social Inter-
est factor (E_ (. 01) as were age and BEHLEV (E. < . 05). Be-
sides privileges how authoritarian the patientp viewed the 
staff as well as the total amount of time the patients had 
. spent in hospitals were found to be related to the patients 
being seen as neat by the staff (E. (.OS). 
An examination of the results from the equations for 
the retest Nosie-30 negative factors yielded further incon-
sistencies. The WAS subscales of Order and Organization and 
Staff Control both related significantly (E <·OS) but with. ··· 
opposite signs to the second Nosie-30 Irritability rating, 
however, they were positively related to each other at the 
.05 level of significance (Table 17). This represents a 
clear inconsistency between measures having any relationship 
with these WAS subscales. On the other hand Anger and Aggres-
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Table 20 
Multiple Regression Summary Tables for the Second 
Nosie-30 Ratings at Time II 
Dependent Variable: Total Patient Assets-Ti~e II 
Independent Variables 
Privileges 
Practical Orientation 
Cum. per cent of 
D. v.-varrance--
28.7 
36.0 
Dependent Variable: Social Competence-Time II 
Inde~endent Variables 
Priv~leges 
Level of Functioning 
17.3 
26.1 
Dependent Variable: Social Interest-Time II 
Independent Variabl~s 
Privileges 
Anger and Aggression 
Age 
Level of Functioning 
15.6 
27.2 
34.9 
40.9 
Dependent Variable: Neatness-Time II 
Indeeendent Variables 
Priv~leges 
Anger and Aggression 
Staff Control 
Hospital Tenure 
23.3 
26.5 
29.3 
34.9 
Beta 
.537*** 
.270* 
.417*** 
.297** 
• 3 95 * * *· 
.342** 
.274* 
.251* 
.523*** 
.180ns 
.270* 
.256* 
Table 20 (Continued) 
Dependent Variable: Irritability-Time II 
Independent Variable: Irritability-Time II 
Independent Variables 
Anger and Aggression 
Practical Orfentation 
Order and Organization 
Staff Control 
Cum. per cent of 
o.-v. ""Va r Ia'i1Ce --
13.1 
22.5 
28.9 
36.3 
Dependent Variable: Manifest Psychosis-Time ~I 
Independent Variables 
Involvement 
Personal Problem Orientation 
Hospital Tenure 
Level of Functioning 
28.5 
37.8 
40.4 
45.3 
Dependent Variable: Retardation-Time II 
Independent Variables 
Personal Problem Orientation 
Privileges 
Involvement 
Program Clarity 
* 
** 
*** 
15.0 
29.1 
33.1 
39.1 
Beta 
.417*** 
-.234ns 
-.344** 
.287* 
.549*** 
-.367** 
-.267* 
-.275* 
-.564*** 
-.447*** 
.332* 
-.271* 
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sion was strongly related to Irritability (£(.001), an un-
expected finding. That Retardation was negatively related 
to the patient's view of Personal Problem Orientation is by 
itself tenable (£(.001). Perhaps the more active patients 
were able to obtain more attention. It is also reastinable 
that privileged patients were less lethargic (£ (.001) as 
were people who saw th~ir ward's program as well defined 
(E ~ .05). If privileged patients sit on the ward, they 
lose their privileges. Also if you are aware of a program's 
cemands you are more prone to participate and less likely to 
sit around. However, on the Retardation factor the incon-
sistency arises when one notes that higher rated ward spirit, 
and pride are connected to Retardation. Patients may he so 
proud of their ward that they like to sit on it all day; but 
this result more likely indicates another inconsistency in 
the data. 
Mosie-30 Difference or Gain Score Regression Equation 
Results. The Ward Atmosphere Scale subscales of Involvement 
and Program Clarity were found to be related (£(.05) to the 
gains on the Total Patient Assets scores (Table 21) . This 
finding is interesting in suggesting that patients who viewed 
their ward as involving and as having a well understood prog-
ram tended to be rated higher the second time by the staff. 
Hence a patient's positive frame of reference corresponds 
to his being rated as improved. It may be that these patients 
are more responsive to treatment programs and in actuality 
'Iable 21 
Multiple Regression Summary Tables for the 
Nosie-30 Difference Scores between the Two Ratings 
Dependent Variable: Total Patient Assets-Difference 
Independent Variables Cum. per cent of Beta 
~v. Variance-
Involvement 9.2 .303* 
Program Clarity 11.3 .303* 
Dependent Variable: Social Competence-Difference 
IndeEendent Variables 
Staff Control 6.4 .253* 
Level of Functioning 17.2 -.245* 
Dependent Variable: Social Interest-Difference 
Independent Variables 
Spontaneity 8.9 .274* 
Anger and Aggression 14.3 .240* 
Dependent Variable: Neatness-Difference 
Independent Variables: 
Involvement 
Staff Control 
Level of Functioning 
Privileges 
10.0 
17.5 
24.9 
30.5 
-.299* 
.321* 
-.352** 
.246* 
l3b 
Table 21 (Continued) 
Dependent Variable: Irritability-Difference 
Independent Variables 
Program Clarity 
Involvement 
Order and Organization 
Cum. per cent of 
~v.-varrance--
7.2 
17.4 
24.7 
Dependent Variable: Manifest Psychosis-Difference 
Beta 
.445*** 
-·.412*** 
.280* 
No independent variable was found to be significantly 
related to this variable. 
Dependent Variable:· Retardation-Difference 
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No independent variable was found to be significantly related 
to this variable. 
* 
** 
*** 
E <. os 
E <. 01 
E <. 001 
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do learn and grow. Or it may He t~at there was a mutual pos-
itive attitude between these positive--outlook patients and 
the staff; the staff's ratings of them reflecting a halo 
effect. This finding suggests the possibility of further 
interesting research, however, one should remember the re-
.lationships were moderate. 
The results from the regression equations for the 
Nosie-30 positive factor Difference scores presented a 
fairly erratic picture. Patients who were rated as having 
improved in the area of Social Competence also tendea to 
view the staff as authoritarian (£< .05). A negative re-
lationship (£<·05) was found with the BEHLEV measure indi-
cating the worse off patients had slightly more room for 
improvement. Overall these results may mean that recog-
nizing the staff's authority means going along with what 
they wanted and thus being rated as improved. Howeve~, weak 
correlations cannot lay the foundations for confidently 
valid statements. 
For the Social Interest gain scores relationships 
were found with Spontaneity and Anger and Aggression WAS 
subscale scores (R<·05). This may also be an interesting 
finding in that the 2 WAS subscales may be an index of 
of interpersonal interaction, with patients more aware of 
activity incre~sing their interest in others. Improvement 
on the Neatness factor presented a confusing profile in 
that privileges (positive E(.OS) and BEHLEV (negative£ 
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~ .01) have opposite sign relationships to the same factor 
when they are positively related the~selves. Also for the 
Neatness gain score awareness of a staff's authoritarian 
posture (g<.OS) maybe caused the patients to follow staff 
directions and learn to be neat. The investigator has no 
explanation for the finding that the. less on-ward involve-
ment the patient sees, "the neater he became. It is appar-
ently a chance result. 
The negative factor Nosie-30 Difference scores pre-
sente~ a more unreliable set of multiple regression results 
than did the positive factors. Irritability was the most 
reasonable. The recurring theme of "the program as an im-
position" appeared in this case. Patients who felt their 
ward's program was clear (E<-OOl) and who saw the ward as 
well organized (E<-OS) were rated by the staff as becoming 
more irritable. Concurrently the sense of imposition pos-
sibly made the patients view themselves and other patients 
as being less involved with their ward (E<-OOl). The posi-
tive Program Clarity-Irritability and.the negative Involve-
ment-Irritability relationships were the only strong ones 
for all of the Nosie-30 differenc~ scores (E<-Ol). In 
fact Manifest Psychosis (previously the most apparently 
reliable of the negative factors) Difference and Retarda-
tion Difference scores were. not r~lated significantly to 
any of the demographic, ward atmosphere, or VTR level of 
functioning independent variables. 
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. 
BEHl..EV Scores. The VTR level of functioning cgua-
tions provided some fascinating results (Table 22). A 
very strong relationship was found between Irritabili~y 
at Time l on the first Nosie-30 rating and BEHLEV (]2_(.001). 
This may mean a slightly irrascible attitude energizes the 
patient and gets him moving, thus accounting for his higher 
level of functioning which, although active, stops short of 
being overtly psychotic. A replication of the result be-
tv:ecn the first Nosie-30 Total Patient Assets score (p_ <. 001) 
and BEHLEV indicates that both are measuring the same phen-
omenon. Finally the common result from other research was 
supported (E(. 05) as younger patients were rated from the 
video tapes as functioning at a higher level. 
Table 22 
Nul tiple Regression Summary Table for tl1e 
VTR Level of Functioning Scores 
Dependent Variable: Level of Functioning 
Dependent Variables 
Irritability-Time I 
Total Patient Assets-
Time I 
Age 
*E. <•OS 
***E. <.001 
. ****E. <. 0001 
Cum. per cent of 
D. V. Varl.ance 
26.4 
31.7 
37.3 
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Beta 
.441*** 
.639**** 
-.248* 
CHAPTER 4 
DISCUSSION 
Methodological Problems 
It should be noted at the beginning that a number of 
methodological problems were encountered which reduced the 
possibility for meaningful group contrasts as well as plac-
ing serious limits upon the generalizability of the results 
of this study. The most severe difficulty arose from the 
initial differences between groups on the important demo-
graphic variables of age, ward tenure, hospital tenure, 
privileges, and initial level of functioning as measured 
by the Nosie-30 Tot score. Two separate discriminant an-
alyses revealed that the composition of the three groups 
cou~d be predicted before any treatment effects were con-
sidered, making it inappropriate to attempt statistical 
comparisons between groups (Johnson, 1971, 1974; Posavac, 
19 7 4) • 
The existence of these pre-existing differences was 
a completely unexpected finding. The author had been as-
sured by high ranking officials in the hospital adminis-
tration that the subjects were assigned to the admitting 
wards (Buildings NO and ~IL)on a completely randon basis. 
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In fact, one official suggested that the wards selected 
were too homogeneous and a women's ward should be in-
cluded in our .investigation. It was noted that adminis-
trators' knowledge about ward level reality is often, hy 
obvious necessity, several weeks old. Also information 
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on ward tenure was not available from the files. Due to 
logistical problems th~ information could not be obtained 
until the midpoint of the study when it was gathered at the 
same time the patients were asked to fill out the Ward .i\t-
mosphere Scale. Record keeping in the V.A. system is in-
credibly difficult. Many patients are in and out of 
various V.A. and state hospitals, and keeping track of 
prior admissions is an impossible task. 
It would have been strongly advisable to have care-
fully interviewed patients and staff (often most specifi-
cally the \.,rard social wo-rker) to obtain information on 
relevant demographic data prior to selecting contrast groups. 
Previously written materials describing ward composition 
are often outdated and misleading. 
A second major area of difficulty for the method-
ology was the measurement of change (as opposed to level 
of functioning) . The problem is apparent when the very 
low correlations are noted between the Video ·tape change 
measure scores and the Nosie-30 difference scores. This 
disparity may have arisen from problems involved with either 
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measure or both. Let us consider the possibilities one by 
one. 
First, if the VTR change score was inaccurate it is 
probably not due to rating difficulties pQr se. The &xtcn·-
sive procedures to foster objectivity, the training on 
pilot groups, and the good interrater reliability coeffi-
cients make this doubtful. The structure of the group 
sessions, however, may have been inappropriate to assess 
general behavioral change. Possibly the two group ses-
sions were too structured, limiting the varieties of he-
havior the patients could display, especially when the time 
interval between the sessions was only four months. For 
example, consider the case of the I. Q. testing of a child 
at age 8.0 and again at age 8.4. It is quite likely that 
the child would not show exactly four months growth on the 
test. He may have had many experiences, but if ~hey ~o 
not speak to the successive items of the test, his score 
will very likely be the same. The test may be too speci-
fic to assess what he learned in four months. The case 
of chronically institutionalized veterans is analogous. 
They are known to be somewhat slow to change. Their rou-
tine behavioral repertoire, i.e., the things they do day 
in and day out, is much greater than the small behavioral 
changes that can feasibly be brought about in four months. 
When they are brought into the artificial and highly struc-
tured situation of the small group session, it can be 
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that new behaviors would be less likely to occur. An ali-
day time sampling technique would be a more effective way 
to assess new peaks and valleys in a veteran's slowly 
changing behavioral repertoire. 
A second problem in assessing change may come from 
the Nosie-30 scale. The high correlations between the 
first and second Nosie-30 scores may indicate that al-
though the patients' rank order on the scale was fairly 
consistent, the raters may simply have changed their base-
line and rate the patients higher the second time, want-
ing to have patients show improvement. This was not very 
likely on Building TE where the patients did not improve 
overall nor on Building MIL where 10 of the 23 patients 
were rated the same or lower while the remaining 13 pa-
tients showed dramatic gains. Building NO staff, however, 
rated 2 patients lower and 15 higher, indicating a pos-
sible staff bias towards higher scores. The Nosie-30 does 
appear to be excellent at providing information about pa-
tient level of functioning relative to each other. The 
Nosie-30 Total Patient Asset scores Time 1 with Time 2 
cor~elation~ as well as the correlations of each with the 
BEHLEV, the video tape level of functioning, scores sup-
port this. 
Finally it is clear that two measures of change must 
be strongly correlated if one is to have confidence in 
either or both. The strong relationship between the two, 
l4H 
the VTR change and Nosie-30 di£:ference scores, was not 
found in the present study. It may have been because of 
the measure-sp~cific prohlems discussed above, or the to-
tal approach to the measurement of change might have been 
errant. If the latter i~ the case, it might very probably 
be the result of the investigator's not having the resources 
available to develop adequate measures. The Nosie-30 scale 
measures very ordinary, quasicustodial oriented behaviors. 
Perhaps the researcher ought to develop an on-ward scale 
oriented towards measuring the concrete behavioral goals 
the staff have both explcitly and implicitly agreed upon. 
This measure could help staff monitor patients: progress 
quantitatively as well as cumulatively and be used for 
evaluating the program. To accomplish this end, as with 
the collection of demographic data, the researcher would 
-
need to nlive with" the program; simply asking questions 
was not adequate. 
Also, in terms of assessing behaviors which would 
help patients live more effectively outside of the hospi-
tal, such as cooperation, the investigator would again do 
better to see how the constructive behaviors would be re-
levant to the patient on the ward first, and then to de-
fine a gradual transition of how they would become rele-
vant to the patient in the community. A possible confound 
of the VTR session was that the a priori defined skills 
for posthospital adjustment, cooperation, and ability to 
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integrate the past, present, and future phases of his life, 
did not speak to the veteran's daily experiences. What now 
seems apparent is that great financial resources, re~ources 
which very often have not been available, are requir~tl to 
do accurate and meaningful evaluation rescar6h. 
Many methodological problems have been encountered, 
but the author believes they are understooa and respected. 
The discussion of the results that follows is presented 
wj.th full cognizance of the problems. As no multivariate 
statistical comparison of the groups was warranted, the 
multiple regression data are presented next so that rela-
tionships between variables can be noted. The. methodolo-
gical problems, the multiple regression relationships, the 
results on the measures by building, and the investigator's 
knowledge of the buildings then will subsequently be utili-
zed in formulating a profile for each building. 
Field-Based Problems 
Besides the•methodological concerns di?cussed above, 
a number of field-related disruptions also interferred with 
the collection of the type of data which would have insured 
an accurate evaluation of the original hypothesis of this 
study. The problems were both organizational and staff-
related. The hospital itself was undergoing a complete 
revamping in that a new chief administrator had just been 
appointed and it had been decided to merge the hospital 
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with the Chicago Medical Schoo!. The new administrator, who 
had a degree in social work, was the fiist nonmedical ~os­
pital director in recent history. Many of the higher eche-
lon people in the various medical services, including psy-
chiatry and nursing, were somewhat unsure of what their 
responsibilities would be under the new director, and there-
fore they tended to adopt a conservative, wait-and-see 
attitude. This meant that they were not actively support-
ing innovations in or implementation of the programs. As 
the director was riew to the hospital, he was not familiar 
with the ward-based programs; thus he was not actively sup-
porting them. Therefore, if persons involved in programs, 
such as token economy or milieu-incentive wanted to expand 
staff and train them to be more effective, they were with-
out the support of the services which had to authorize 
.their. expanded use of hospital resources. Basically during 
the period of time covered in the present evaluation, these 
programs were operating in a vacuum without the support of 
the hospital administration. Some of the effects of this 
situation as it pertained to the individual buildings will 
be discussed ·in the following section on building profiles. 
The merging of the hospital with the Chicago Medical 
School resulted in the immediate closing of two buildings to 
make room for office space. The staff of one of these build-
ings, Building NO, learned it was to be closed two months 
after the study began. The closing became a constant source 
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of preoccupation for both staf£ and patients, both groups 
wondering where they would go. Other patients from other 
buildings became uncertain of their future as they heard 
that building after building was to be changed from a psy-
chiatric to a medical facility. They did· not know if they 
would be transferred to other local V.A. hospitals or if 
they were to be placed ·in the co~~unity. It was the hos-
pital-medical school plan to reduce the number of psychia-
tric beds from 2300 to 800. It was to the credit of the 
hospital administrators that they gave a great deal of 
extra time to helping Building NO and the other buildings 
scheduled to close to make as smooth a transition as pos-
sible. Still, there was much hospital-wide uncertainty, 
which was demoralizing to staff and patients. 
These more general problems filtered down to the 
ward level, compounding already existing difficulties. The-
most serious problem concerned the conflict between the 
nursing office and the ward program team leader as to who 
would have authority over the job responsibilities of nurses 
and nursing assistants. Nursing service wanted its staff 
to perform traditional functions wnile the team leader was 
interested in having nursing personnel administer the prog-
ram~ which was not part of their nursing responsibilities. 
Often what happened was that the ~ursing staff would be 
trained to conduct a program and then the nursing service 
would transfer these·staff members to another building. On 
one building, Building MIL, th~ nursing staff put in extra 
time and initiated their own program. They had beAn told 
previously that this type of work would qualify them for 
promotion in their civil service grade. Ptomotions had 
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been sparse throughout the hospital in the past fiscal year, 
however, and no staff members received the promised promo-
tion. On the other program building, Building TE, there 
was sonte confusion as to who was the team leader and what 
the leader's responsibilities were. The hospital adminis-
trator took no steps to rectify the situation and for the 
last three months of this investigation the oken conomy 
program was implemented erratically. Each building in this 
study had some type of serious administration-related prob-
lem which in part seemed to demoralize the staff. These 
negative effects may be seen in the following section on 
building profiles. 
Profiles of the Three Buildings 
Moos (1974) .utilized profiles of the Ward Atmosphere 
Scale's subscale profiles to develop clinical interpreta-
tions of ward atmospheres. He made use of several statis-
tical criteria ·in his formulations. First was the nature 
of the staff's and patients' standardized scores in rela-
tionship to the normative data. Second, he examined the 
pattern of each group's scores over the scale, i.e., where. 
are group's subscale scores higher and lower. Third, he 
lS3 
considered how closely the sta~f's and patients' standard-
ized scores corresponded. IIigh correspondence of the staff 
and patient profiles, i.e., agreement of their attitudes 
about the ward, was assumed to be indicative of the exis-
tence of good communication between staff and patients. Moos 
viewed good communication as a very positive aspect of ward 
atmosphere, with the staff effective in communicating their 
expectations to the patients and the patients believing 
t~eir position is heard and understood. The Ward Atmos-
phere Scale profile for Building TE is presented in 
Figure 1. 
From the patient's point of view it is evident that 
the Building TE program is very average with all their sub-
scale scores hovering around the normative mean. The staff 
generally viewed the ward as being lower (one standard de-
.viati9n below the normative mean) on the Relationship and 
Treatment program dimension. The Administrative Structure 
dimension was average on the two logistic-related subscales, 
but the staff sm .. r themselves as very controlling. 
This profile displayed a very pessimistic picture 
for Building ~E over the 4 month interval studied. It 
was initially designed to be a highly structured Token 
Economy program with special emphasis on communicating 
positive adaptive choices to the patients. The patients 
should at least theoretically, have been rating the program 
very high on Program Clarity (an essential for a token 
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economy) , and Order and Organization (as consistency) , and 
Practical Orientation (as preparation for the community). 
The patients also should have rated their program high on 
Autonomy, for it was designed to enable them to choose their 
"life level'' by earning their way to the standard of living 
they wishes. It seems very evident that none of the unique 
. aspects of the token economy was being communicated. It 
appears to have heen a program on paper only. 
The Building TE staff profile on the WAS also sup-
ports this contention. Their unusually low ratings, lower 
than the patients of their ward, on the Relationship and 
Treatment Program dimensions were indicative of low staff 
morale (Moos, 1973). Their high Staff Control-and low 
Practical Orientation ratings also indicated an unfavor-
able environment for fostering patieDt growth. "'Emphasis 
on Staff Control is negatively related to • . . patient 
satisfaction, liking for staff, perceived opportunities 
for personal development, and to initiatives in the areas 
of sel--revealing ~nd the expression of anger . . . [the 
degree of] patient perceived Practical Orientation was 
related to release rate and to patient helping behavior 
... self est~em, and staff helping behavior {Moos 1973, 
p. 37)." If the patients did not see the token economy 
program as effective, it is likely that the staff also 
would not feel it was successful or vice versa. There are 
possible reasons for this lack of efficacy. First it is 
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quite likely that, as the program ~as two years old, the 
Hawthorne effect had passed. The patients and staff, ini-
tially buoyed by the introduction of a program, had re-
bounded to a lower level of effectiveness. The patients 
and staff may have been habituated to a lower level of suc-
cess, aDd the contrast with previous successes could have 
been demoralizing to the staff. Thus the program began to 
flounder. 
A second problem steiT~ed from a building-wide prob-
lem with staffing procedures. The staff on the day shift 
was short one to two nursing assistants throughout the 
course of the study. Besides staff shortages, turnover also 
created difficulties in the consistent administration of 
the token economy program. Trained ward staff were fre-
quently taken off the ward for a day or two to fill in at 
other buildings and, conversely, occasionally staff were 
brought in from other buildings to help out in cases of 
absence. Therefore, there remained few stationary staff 
people to implement the progrrun. Also, when the program 
began, there was an extended training program for the ward 
staff. How~ver, few of the trained people remained on the 
ward at the time of this study, and no training for new 
staff was implemented. The time for training was not al-
located from the nursing office. Also the leadership of 
the ward was unclear and no one took the responsibility to 
push for more staff cortsistency and training opportunities. 
The whole hospital had been re8rganizcc and a team, multi-
disciplinary approach was evolved to support a token econ-
omy, the team leadership had just changed and there was 
aMbivalence and confusion as to the new leader assuming 
authority. All of these problems probably contributed to 
the low staff morale and inefficient· administration of the 
program. 
The Ward Atmosphere Scale profile for Building NO, 
the building with no structured program, is presented in 
rigure 2. The patients viewed their building as about 
average on the Relationship dimension, lower than average 
on T-reatment Prosram, and above average on Administrative 
Structure. By itself the patients' pattern is quite non-
descript, but there is rather good agreement between pa-
tients and staff (especially if the baseline is ignored). 
The staff ratings being ~onsistentlY lower i~ indicative 
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of low staff morale. At the time the staff filled out the 
WAS they knew that their building was to be closed in three 
months as part of a massiv~ hospital reorganization. The 
staff was uncertain about their future. They previously 
had become involved with .the patients and news of the 
closing had left them dejected. 
The significant gains in the Building NO patients 
made on the Nosie-30 can be.consiqered in light of the 
good agreement between the staff and patient WAS score. 
This agreement reflects the good communication occurring 
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between staff and patients. As there was no structured 
treatment program (both NAS profiles support this) , the 
communication was probably occurring on a one-to-one basis 
rather than the staff being sensitive to the needs of the 
group. The staff did appear to be involved with individual 
patients. All of the patients were present at their own 
staffings which· occurred almost v1eekly; therefore staff 
and patients had regular and frequent opportunities to com-
m~nicate about the patients' status. 
The Nosie-30 gains may have been the result of fre-
quent individual cntact which helped the patients. Another 
possibility for the gains comes from the administration's 
giving the building extra attention to help them prepare for 
the closing. Knowing this, the staff may have rated the 
patients higher on the Nosie-30 the second time in order 
to appear to be doing an _effective job. A final reason fo.r 
the increases may have been staff carelessness. All Nosie-
30 reratings were returned within 24 hours. The staff may 
not have taken the time to fill the scales out accurately 
and may have developed a rating set to rate the patients 
higher. It is the investig~tor's opinion that the second 
ratings were inaccurate, but the cause of the inaccuracy 
remains elusive. 
The Ward Atmosphere Scale profile for Building MIL, 
the milieu-incentive program, is presented in Figure 3. 
These sets of scores are the most difficult of the three to 
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interpret.because both the pat~ents and the staff are more 
erratic' in their perceptions of their building. The pa-
tients' positive ratings of Involvement, P~rsonal ProQlem 
Orientation, freedom to express Anger and Aggression, and 
their view that the ward is better than average but.not 
ove~ organized are quite likely the results of their s~ns­
ing that they are involved in a special, new program, i.e., 
a Hawthorne-type effect. The overall l~w staff ratings on 
the Relationship and Treatment Program dimensions, espec-
ially on the Support subscale indicates poor staff morale. 
Conferences with the people involved indeed revealed that 
this was the case. The ideas for and the bulk of the work 
in organizing the milieu-incentive program came from the 
nursing assistants. They were led to believe that they 
would increase their chances to receive a higher civil 
·service grade as a result of their efforts; however, the 
raise never materialized. These staff people were very 
disappointed and were just beginning to give up on the 
program about the time of the data collection. The total 
hours patients had spent in restraints was reduced to zero 
during the seconq and third months of the program (a time 
span that corresponded to the second and third months of 
this study) , a trend related to effective treatment im-
plementation. However, after six months restraint hours 
had risen to preprogram levels. 
The gains these patients made may be due to a number 
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of possible reasons. As the differences in restraint hours 
indicated, it did appear that the ~atients reacted posi-
tively to the implementation of a new program on their ward, 
which had previously been primarily custodial. The patients 
may have responded positively to the new organization and 
clear communication of staff expectations. Thus the pa-
tients may have actual)._y shown the on-ward improvements 
reflected in the staff ratings. A second possibility is 
a regression to the mean phenomenon where by chance the 
low ratings approached the normative Nosie-30 mean of 131.5. 
The other two building Nosie-30 Tot scores at Time 1 were 
very close to the normative mean. This regression is 
unlikely, however, because the BEHLEV scores also showed 
these patients at a significantly lower level of function-
ing than the other two buildings, confirming the accuracy of 
the initial Nosie-30 rating. Third, the staff members may 
have unconsciously rated the patients higher because they 
wanted to convey the success of the program. The low staff 
morale along with the fact that 40 per cent of the patients 
were rated lower argues against this explanation. The pa-
tients who did improve, however, improved a great deal 
thus accounting for the highly significant gain in staff 
ratings. It is most conceivable that patients were rated 
as improved as a result of their positive perceptions as 
reflected in the patient WAS profile (especially the high 
Personal Problem Orientation rating) which showed the staff 
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new responsiveness to the program. The staff, viewing this 
new patient attitude as improvement in patients who had 
previously been stolid, may have inflated their ratings 
as a result of a halo effect. 
It will be noted that the above discussion of the 
ward profiles contains no reference to the VTR change 
scores nor to the subscales of the Nosie-30 difference 
scores. The VTR data simply did not lend themselves to 
discussion by building. On the total VTR change scores 
and the subscales there were no mean changes. On each 
building some patients improved and some others were 
rated worse, freezing the building means at no change. 
Change on this measure was related to other variables dis-
cussed earlier. The Nosie-30 subscale scores were not in-
cluded in the profiles because the change data seemed too 
erratic and describing change would have been largely 
conjecture. For the present investigator, who weekly 
spent time with the ward staffs and patients for seven 
months, the Ward Atmosphere Scale data reflected most ac-
curately what the wards were like at the time of the in-
vestigation. The interpretations of the multiple regres-
sion data follow. These were used as the basis for de-
veloping patient profiles. 
Interpretations of the Multiple Regression Equation Results 
The following interpretations of the multiple regres-
sion equations are based on the results presented in the 
previous chapter. The reader is encouraged to refer to 
Tables 18 through 22 as each section pertains to the re-
sults li8ted successively on these tables. 
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Video tape Change Heasure. To understand the follmv-
ing interpretations scale scores, one should keep in mind 
that the VTR scales measure improvrmcnt not absolute func-
tional level. Thus the independent variables are the ob-
served changes in behavior in the group sessions. It should 
also be ncted that although there were numerous relation-
ships between the VTR change scores and the first Nosie-30 
ratings, there were no significant relationships between 
the VTR scales of change and any of the ~.Josie-30 factor re· 
ratings at Time 2 or between the VTR scale scores anc any 
Nosie-30 factor Difference scores. This may indicate that 
the second staff rating of the patients was for some rea-
son qualitatively different from the first. 
It is clear that patients who were rated as overtly 
psychotic by the staff in December 1973 did not have the 
potential to show behavioral improvement in the structured 
small group interaction sessions. At the other end of the 
continuum, privileged patients also tended to show less 
improvement. This may be the case for one of two reasons. 
First, privileged patients may have less room for improve-
ment because they are already functioning at a relatively 
high level. This is the situation in the case of the 
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Self-defeating Behavior subscalc scores; most of the pri-
vileged patients had no self-defeating behaviors and thus 
could not show improvement in this area. However, in 
general this explanation is unlikely bccau~e most of the 
patients were still hospitalized and seemed rio closer to 
successful discharge. These privileged patients may re-
ceive less attention from the staff as they are more left 
on their own because they are not trouble-makers. Many of 
these patients expressed contentment with their situation 
in the hospital and fear of the difficulties they would en-
counter in the community; they simply had no interest in 
ever leaving (accounting for no change being observed in 
the area of Goal Orientation) . These patients often used 
their privileges to avoid practical input for and pressure 
to move into a community living situation. 
The first staff rating of the Social Competenc€ fac-
tor was positively related to change for the better in Phy-
sical Appearance. This is a reasonable result when Social 
Competence is viewed as the degree to which the patients are 
aware of the demands the staff makes on them. High patient 
perceptions of Staff Control and Order and Organization 
also indicate that awareness of the demands of the hospital 
may facilitate growth. These WAS subscales were also re-
lated to improved VTR subscale scores. Patient awareness of 
ward demands and structure plus a willingness to cooperate 
with them were related to overall VTR rated improvement. 
A more social element appears when the VTR sub-· 
scales of Interpersonal Skill Competence and Self-defeat-
ing Behavior are examined. If the patient~ tended to see 
more spontaneity on the ward, it may have fostered growth 
in their interpersonal skills. If they were rated at 
Time 1 by staff as having higher Social Interest, they 
tended to decrease their number of self-defeating behav-
iors. Perhaps continued social interaction helps the 
patient to become more able to interact interpersonally 
and more firmly roots him in reality. 
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Overall the investigator views the above relation-
ships between variables in the VTR equations as reasonable. 
This may mean that the internal consistency between the 
VTR change scales, the Ward Atmosphere Scale, and the first 
Nosie-30 ratings of the patients serves to mutually vali-
date all three measures. The second Nosie-30 ratings and 
the resulting Difference scores seem to be out of step with 
the above relationships. Where intermeasure inconsistency 
and nonsensical intervariable relationships appear, the 
accuracy of the data should be considered suspect, and the 
measures contributing new irregularity should probably be 
considered the culprits. The Nosie-30 regression equations 
are examined next with special attention paid to consistency 
and rationality of the intervariable relationships. 
First Nosie-lQ_ Rating. In reference to multiple 
regression equation table, Table 19 in the preceding chapter, 
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the Ward Atmosphere Scale (the_ patient scores) data provide 
a basis for gaining insight into the interactions between 
staff and pati~nts when patients are rated high on negative 
factors by the staff on the first Nosie-30 rating. Mani-
fest Psychosis seems more independent of on-ward instruc-
tions and more independently related in an inverse manner 
to level of functioning as assessed by the BEHLEV score. If 
a veteran is overtly psychotic, he cannot really function 
and that is that. however, if a veteran is just irritable 
or negative, but not psychotic, he may be resentful about 
being in a program; he would prefer to have things his own 
way. Feeling imposed upon, he is angered and may see more 
anger on the ward. In terms of being rated high on Retar-
dation, the patient may not see much practical value in 
doing what is asked of him. He does not see the ward as 
a place to be spontaneous in seeking interpersonal contact; 
he would prefer to sit around (this was anecdotally sup-
ported in the small group sessions). This is a portrait 
of the patient who enjoys doing nothing all day; not even 
moving; therefore he never becomes eligible for privileges. 
Yet he feels autonomous for he is able to do what he wants, 
nothing. These relationships between variables for all 
the first Nosie-30 rating factors seem very plausable and 
do not seem inconsistent with the VTR change findings. 
These results do contribute to the construction of a pic-
ture of several different types of patients discussed be-
low who show consistencies between their attitudes and 
other people's rating of their behavior. 
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Nosie-30 Retest Interpretation. From the Nosic-30 
retest data (Table 20) it is difficult to sort out mean-
ingful relationships between variables. The ·previously 
reliable level of functioning measure, BEHLEV, was at best 
very weakly related to three Nosie-30 factors and not sig-
nificantly correlated with the retest Tot factor. The pre-
viously observed consistency for three behavioral measures, 
BEHLEV, Nbsie-30 first ratings, and privileges did not carry 
over to the second Nosie-30 ratings; thus the accuracy of 
these results (and hence the Nosie-30 Difference scores) 
must be brought into doubt. Also the Ward Atmosphere Scale 
subscales were not logically correlated with the positive 
or Tot factors of the second rating. Although it is logi-
cal that Staff Control could be related to Neatness (the 
patients aware of the authority of the staff realize they 
had better keep things neat), it is most difficult to ex-
plain how a patient's view that there is a gr-eat deal of 
hostility expressed on his ward would relate to a veteran 
being rated hi9her on the Social Interest factor. It ~ay 
have been that anger is a motivator and facilitates more 
interaction when present, however, this strikes· the inves-
tigator as unlikely. 
Although some of the second rating data is erratic, 
there is a hint that some of the problem may come from the 
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Involvement WAS subscale. Patients rated highest the second 
time by.the staff on the Manifest Psych6sis factor t~nded to 
view the highest degree of patient Involvement with their 
ward. nigh Involvement scores may have been the result of 
poor reality testing. The other variabies related to the 
second rating Manifest Psychosis factor, presented a logi-
cal patt~rn. In general Manifest Psychosis on the first 
and second rating, perhaps because of the intensity of the 
rElated behaviors (making them easier to rate) , presented 
the most consistent and regular negative factor pattern. 
It should not be construed from the above discussion 
that the Nosie-30 re-ratings were completely erroneous. 
There were a number of findings which were logical and 
practical. Also the test-retest reliability for the Nosie-
30 averaged over .60 on each factor, so it would be very 
.diff~cult to say that the first rating was valid with grace-
ful patterns between variables, but the second rating was 
completely worthless. However, inconsistencies did arise 
from the second Nosie-30 rating regression equations which 
were not present on the first. The investigator would 
like to ignore the inconsistencies and only make note of 
the coherent results; however, the irregularity of the 
data make it necessary to consider the agreeable patterns 
much more tentatively. Therefore by itself no second rat-
ing Nosie-30 pattern will be used to argue a point; it will 
be included only where there is other data from the first 
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rating to support it. 
Nosie-30 Difference Scores. In general, from the 
Nosie-30 Difference score (Table 21) some interesting rea-
sons fof the differences in the two Nosie-30 rating can be 
put forth. The relationships were for the most part too 
weak and too erratic. One clear source of the difficulty 
was the probabl'e deterioration in accuracy of the Nosie-30 
ratings over time, thus throwing off the Difference scores. 
ALother possibility for the random quality of the results 
(not related to other variables) was that the two Nosie-30 
ratings were ordinal in nature and the patients were com-
pared on other variables basically in terms of their posi-
tion relative to one another. However, once the two rat-
ing scores were subtrac~ed from each other the new numbers 
were.put on an interval scale with more stringent numerical 
relationships preserit; the other two sets of scores being 
less restricted in their relationships could not be mean-
ingfully related to the difference scores. 
The preceding discussion of the interrelationships 
between the variables measured has been extensive and com-
plex. In summarizing the r~lationships which will serve 
as baselines for developing patient profiles, irregular 
patterns will be ignored. To evolve a more consistent and 
holistic approach only relationships which were considered 
reliable or were replicated across measures will be pre-
sented and integrated below. 
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Patient Profiles 
The discerned relationships from the regression equa-
tions for the VTR change measures present a comprehensible 
relationship between the variables. Being·rated as mani-
festly psychotic by the staff on the Nosie-30 at Time 1 
precluded observing positive change between the small group 
sessions. Also having had privileges made it less likely 
that patients would improve. It was thought that privilege 
patients were more left to their own devices and therefore 
there was less opportunity and incentive for them to learn 
new positive behaviors. The VTR change regression equa-
tions also give rise to a probable interpretation of the 
patients' perception of their ward atmosphere. A patient 
who has certain attitudes about his ward is much more likely 
to be aware of situations and interactions which are re-
lated to his point of view. Also staff demands and possi-
bilities for spontaneous interactions are more likely to 
evoke a response (either positive or negative) if he is 
. 
aware of his environment. 
Patients who improved on Physical Appearance were 
more aware of the power of the staff, as were those who de-
creased their self-defeating behaviors. Patients who saw 
their wards as orderly and organized improved their Goal 
Orientation and Interpersonal Skill Competence. Also pa-
tients who felt that more spontaneity existed on the ward 
improved in their ability to relate to others. Perhaps they 
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were stimulated to get to know and to get along with other 
people. Finally the relationship ·between seeing more Per-
sonal Problem Orientation on their ward and a decrease in 
self-defeating behaviors may indicate that.interaction-with 
staff enabled the patients to interact more appropriately. 
The possible problem with the VTR measure of behavioral 
change have been discussed at.the beginning of this chapter. 
In contrast to those problems, however, the coherent nature 
of the inter-variable relationships indicates that it is 
possibly a reasonable technique for assessing behavioral 
gains as the obtained data could generate reasonable hypo-
theses. It was the large intrabuilding variability which 
masked the group change effects and originally cast doubt 
on the VTR change measure. 
Further patterns of relationships between variables 
substantiate the role of ward atmosphere as a sensitizer and 
motivator for the patient. In these cases the patients' 
ward perceptions weie related to their being rated either 
high or low on th~llosie-30 by the staff. From the first 
rating a patient considered lethargic by staff tended not to 
have privileges and rated his ward as low on Practical 
Orientation and Spontaneity. Possibly his poor view of 
the word "deactivated" him creating his low rating by the 
staff at Time 1. Also awareness of a more controlling 
staff and viewing the ward as orderly were the attitudes 
of patients rated as neater by the staff. If a patient 
173 
thought Anger and Aggression were present, he was rated as 
either more irritable or higher on Social Interest; this 
result is consonant with low Retardation high Spontaneity 
relationship in that activity level seems related to (posi-
tive or negative) interaction. These summary patterns and 
the others described in the previous. section lead to the 
development of profiles for the four different patient types 
presented below. 
The first type consists of the overtly psychotic 
patients who are outside the mainstream of hospital life. 
They are neither followers or resisters. Although they are 
residents, they seem oblivious to hospital influences; one 
cannot speak of them therefore as institutionalized. There 
were relatively fewer of this type of patient when their 
ranks are compared to the types below. 
A second type of patient concerns those veterans who 
have a symbiotic-like relationship with the hospital; you 
don't bother me and I won't bother you. A patient from 
this group tends to be older and has been doing things the 
same way for a long time. He expresses that the hospital 
is the only place he wants to be (anecdotal information 
from the VTR small group sessions) and he is content with 
what he can do there. He tends to be aware of structural 
-
demands of the ward (high Order and Organization and Staff 
Control ratings} and performs his required duties (high 
staff rated on Social Competence and Neatness} so he can 
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maintain himself as he wants off the ward. Low perceptions 
on the .Relationship and Treatment Program WAS dimensions 
indicate that neither ward activities nor ward-Lased per-
sonal relationships hold any value for him. Yet he feels 
autonomous for he does what he wants. 
A third grouping of patients involves those who were 
rated as very lethargic by the staff (high Retardation score) . 
This patient has negative attitudes about his ward; it is a 
place where he can be completely passive and where nothing 
relevant is happeriing for him (very low Spontaneity, Involve-
ment, and Practical Orientation scores). One gets the feel-
ing he is beaten, presenting the classic picture of being 
"burned out." All he wants to do is sit and sleep. 
The fourth patient group includes those patients who 
seem to be younger, active, and alert. These patients seem 
to be of two subtypes: either eager or hostile. The hostile 
patient understands what is ex~ected from him (high Order 
and Organization and Program Clarity ratings), but the 
demands make him angry (the staff sees him as very irritable 
and. he himself sees lots of Anger and Aggression on his ward), 
and he resists. Many of these patients seem motivated to 
interact with others (those with higher Social Interest rat-
ings), but on their own terms. From knowing this patient, 
one feels that he wishes that there were some way to posi-
tively direct his energy. He·is still resisting be1ng in 
stitutionalized into being a passive follower, a burnt out 
schizophrenic. 
The patient with an eager attitude rated his ward 
higher on Spontaneity, Involvement, and Personal Problem 
Orientation and was rated as less lethargic and more in-
teraction than most other patients. He has i high level 
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of activity and spends a lot of time trying to please the 
staff (they rated him high on Social Competence and Neat-
ness also) . Ile is aware of what is expected of him (high 
Staff Control point of view), but he understands it on a 
superficial level. He does not recognize program nor or-
ganization on the ward. Stimulus-bound by staff requests, 
he zealously over-performs his tasks to get pe~ple to at-
tend to him (his high Involvement and Spontaneity scores, 
often out of step with other patients and thP staff, in-
dicating that he strongly wants to belong) . He is con-
tinually looking for "good" feedback from other ~~ople~ 
Constantly interacting with the staff and trying to do good, 
this type of patient is often discharged. Probably because 
the same kinds of supports are not available to him in the 
community, he almost always returns to the hospital shortly 
after discharge~ (This last conclusion is based on con~er­
sation with staff and examining the general type of subject 
who was discharged early in the study and who returned to 
the hospital during the course of the investigation.) 
A re-examination of the original hypotheses will 
help to place the above sections of this chapter in per-
spective. The first hypothesi~ concerned the effects of 
program on patient growth. It was hypothesized that the 
very nature of a token economy would provide the type of 
input wliich would be the most helpful to the types of 
patients involved in this investigation .. The consistency 
of reinforcement, the community oriented structure, and 
the built-in opportunities for the patients to experience 
success in learning new behaviors were thought to provide 
the experiences which would help the patient feel in con-
trol of his life within the hospital. Thus he would be-
come prepared in the course of going through the program 
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to assume control of his life in the community. The mi-
lieu-incentive program was hypothesized as being less ef-
fective than the token economy program because the demands 
of the program could not be made as clear to the patients 
as the emphasis was not on consistency. Both programs 
were expected to be more effective than the primarily cus-
todial program. From the preceding results in the present 
case this (nor any other)hypothesis clearly was not sup-
ported. The main problem came from rhe apparent non-imple-
mentation of the token econQmy program during the period of 
evaluation. Other serious field research related problems 
also were encountered. Low staff morale was perhaps the 
most serious. Lack of adequate training and continuing 
education, as well as unclear leadership and ambiguous mes-
sages from various hospital departments, interfered with 
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the implementation of programs which existed on paper on the 
two wards. In reality this first hypothesis could not be 
explored. 
These problems made it impossible to assess the"Haw-
thorne effect hypothesis that the existence of a program in-
herently boosts the morale of the staff and patients. The 
patients from Building BIL may have experienced this effect 
as reflected in their high perceptions of Personal Problem 
Orientation. In this case, however, one cannot say if 
their high ratings were the result of the existence of the 
program or of its newness. A corollary of this hypothesis 
did emerge from the data. The failure of a program to be 
effectively implemented causes the patients to view it as 
just another ward, thus producing poor staff attitudes about 
the program. The data lend inverse support to the third 
hypothesis that postiive ward atmosphere fosters_patient 
growth. 
From the data of this study it does appear that the 
nature of perceived ward environment on the part of staff 
and patients is related to patient level of functioning and 
probably to patient growth. Also these perceptions ma_Y be 
used to determine whether or not a program is functioning 
in actuality. The investigator has discovered that the 
idea of doing a comparative evaluation of ward programs 
was too simplistic. To assist in improving the methodo-
logy, it is recommended that the ward atmospheres be as-
sessed before the research is begun. Program differences 
cannot be assessed if ward atmosph~rc is not taken into 
account. 
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It is clear that the present investi~ation had num-
erous short-comings which were so severe that none of the 
original hypotheses could be substantiated or refuted. liow-
ever, there ar~ many methodological benefits contained here-
in. They speak to both successes in methodology as well as 
needed suggestions for improving the quality of the re-
search. 
Methodological Successes 
The major methodological innovation of this study in-
volved the use of the video tape procedure. Using this 
medium, it was possible to introduce new objectivity into 
the evaluation of psychiatric ward programs, especially in 
terms· of the raters not knowing which was the first and 
second observation and which building each patient was from. 
Although the VTR change measure was not conclusively shown 
to be sensitive to change, it did relate to other variables 
in a meaningful way. Also it was not too complicated be-
cause the:raters were able to rate reliably with each other 
after three hours of training. The two structured group 
experiences, which served as grist for the measure, may 
have been inappropriate to the patients, but with slight 
modifications the measure itself could be adapted for use 
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on the ward. A time sampling technique with the order of 
the observations randomized on tape could be most effec-
tive. The ite~s of the scale could also be improved by 
. 
learning more about what happens on the ward and develop-
ing items more refl~ctive of ward culture. In general it 
would greatly improve the quality of field research if in-
vestigators would use a subculturally based frame of re-
ference for designing tasks which ~enerate data, and then 
utilize measures which are both culturally relevant and 
yet lend themselves to laboratory control. The present 
video tape change measure has this potential. 
Another positive outcome of the video tape techni-
que was the finding that b:o separate ratings (one by eli-
nical psychologists, the other by nursing staff) of pa-
tients' level of functioning in two separate situations can 
yield good agreement. This is quite significant in light 
of the well known reliability difficulties in traditional 
psychiatric diagnostic procedures. The high level of agree-
ment is due to the behavioral nature of the ratings. Most 
importantly if one can assess what are a patient's strong 
and weak aspects of his behavioral repertoire, one ought 
to be able to design a series of steps for him which will 
begin with the strengths a patient has and-utilize them to 
get him to a better level. Using a behavioral frame of 
reference, staff should be more able to easily communicate 
and agree what this program should consist of. 
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It is interesting that the Ward Atmosphere Scale was 
the most relevant group measure. The investigator believes 
this to have been the case because it spoke to the ~ost 
relevant variable in field research, the so~ial-culturcil 
environment, a variable which is entirely ignored in la-
boratory research. The WAS was the most sensitive to what 
was actually happening. Utilization of social-anthropolo-
gical techniques before finalizing questions and designs 
would improve the quality of research. A priori, theore-
tical field designs (while attempting to be objective) are 
at best tangential. 
Based on the review of the literature in Chapter 1 
and the limitations of the present study, it appears that 
psychology research, which should be laying the groundwork 
for program evaluation and then program changes, previously 
has not been adequately carried out. A major cause may 
come from the tradition of investigation of phenomena in-
dependent of environment, research from the laboratory. 
There is also the pioblem that the profession's research 
resources, university department research interests and 
government financing, often are directed towards what is 
most observable (easiest to measure and to instrument for) 
rather than towards more relevant problems which are in-
volved with people's everyday lives. If research priorities 
were re-oriented front laboratory to the field, more people 
could realize benefits from the skills the profession has 
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to offer. Also the quantity of-published material (rele-
vancy is not a criterion of a study's acceptance by a journal) 
would decrease considerably. 
Epilogue 
As a final note the results of this study were inter-
preted t6 the staffs of the three buildings. Building T~ has 
begun a complete reorganization of its token economy in res-
ponse to these findings. The reorganizaiion is aimed at giv-
ing the patients more consistency and more opportunities to 
spend their tokens as well as giving more training to staff. 
Building NO, which had no patients remaining, was grateful for 
the feedback. Building MIL staff was happy to hear that the 
patients had improved from the staff's viewpoint and that the 
patients' view of the ward was slightly positive. However, 
~hey were most interested to hear about the poor staff morale. 
They responded that they knew that it was deteriorating. The 
lack of recognition of their efforts, especially in terms of 
not receiving merit raises, they saw as very demoralizing, and 
they _saw the program as beginning to break down. Hopefully, 
the present hospital reorganization program will speak to these 
problems. 
.LOL: 
Goffman (1961) described what he called the syn~rome 
of institutionalization which he described as the process 
of desocialization of the chronic schizophrenic from the 
realities of normal community ·life and a tesqcialization to 
the adaptive routine and necessities of psychiatric hospi-
tal life. The evolution of systematic contingency manage-. 
ment procedures(token economies used with chronically in-
stitutionalized psychiatric patients) was discussed with 
special emphasis on how behavioral control techniques 
could be abused by staff rather than patients benefitting 
from the implementation of behavioral control procedures. 
Based on the token economy literature, a model was 
developed which described the elements of a token economy 
needed to transcend the problem of institutionalization and 
return the patient to his community. A quasi-experimental 
design was also presented which attempted to solve the me-
thodological problems, especially the confound of program-
related improvement of staff and patient morale, ignored in 
the token economy evaluation literature. This new design 
was used to evaluate the differential effects of three dif-
ferent types of ward program and staff and patient morale 
on patient growth, in a veterans' hospital. 
The subjects of the study were 90 chronically insti-
tutionalized veterans, 30 from each of three buildings \vi th 
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a aifferent type of program in each. The patients consented 
to part~cipate and to be video taped. ~he first building 
housed an innovative community oriented token econony pro-
gram. The second building had no formal ward-wide pro~ra~; 
patients were dealt with on an individusl basis. The third 
building had a newly implemented milieu··incentive program 
wheie pstients were giVen many opportunities to improve 
their own situation. 
Patient growth was assessed at the beginning and end 
of a four-month feriod in two ways. The staff used the 
Nurses' Observation Scale for Inpatient Evaluation, short 
form (Holigfeld & Klett, 1965) to rate the patients' be-
havior on the ward. Secondly, ratings were made from 
video tapes of the two structure, three-man groups in 
which each subject participated. The raters, not knowing 
which was the first or second session nor from which build-
ing the patients came, evaluated whether the patients had 
improved and assessed their average level of functioning 
over the two sessions. Staff and patient morale was asses-
sed by the Ward Atmosphere Scale (Moos, 1973). 
It was. first hypothesized that ward atmosphere, where 
there was a supplemental program, would be better than where 
there was no program. It was also hypothesized that the ef-
fects of a highly structured program, in this case the token 
economy, would be superior to q less structured program, the 
milieu-incentive, and that both programs would have effects 
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on patient growth superior to a building where there was no 
formal program. 
These hypotheses were not supported by the data. Two 
major problem areas contributed to the inconclusive findings. 
First, for circumstantial reasons the three groups were not 
comparable as they were unequal at the beginning. Second, 
the two programs were ~ound to have deteriorated over the 
course of the study and the no-program building was closed 
for administrative purposes. Factors relating to these prob-
lem areas, as well as some related effects of these factors, 
were discussed at length. Finally, the data profiled four 
different patient types: 1) overtly psychotic; 2) symbiotic 
or institutionalized; 3) very lethargic; 4) young, alert, 
irritable and resisting. 
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1. PNOLVEHENT 
·2. SUPPORT 
3. SPONTANEITY 
4. AUTON0!1Y 
5. PRACTICAL 
ORIENTATION 
6. PERSONAL 
PROBLEJ11 
ORIENTATION 
7. ANGER AND 
AGGRESSION 
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lffiS Subscale Definitions 
measures how active and energetic pa-
tients are in the day-to-day social 
functioning of the t..vard, both as r1em-
bers of the \.vard as a unit and as in-
dividuals interacting ~ith other patients. 
Patient attitudes such as pride in the 
ward, feelings of group s·pirit:., and 
general enthusiasn are also assessed. 
measures how helpful and supportive pa-
tients are tm.vards other patients, how 
well the staff understand oatient needs 
and are willing to help and encourage pa-
tients, and how encouraging and consid-
erate doctors are towards patients. 
measures the extent to which the ·envir-
onment encourages patients to act openly 
and freely express their feelings towards 
other patients and the staff. 
assesses how self-sufficie·nt and indepen-
dent patients are encouraged to be in 
their personal affairs and in their re-
lationships ,.,i th staff; how nuch respon-
sibility and self-direction patients are 
encouraged to exercise; and to what 
extent the staff is influenced by patient 
suggestions, criticism and other initia-
tives. 
assesses the extent to which the patient's 
environr1ent orients him tov1ards preparing 
himself for release from the hospital and 
for the future. Such things as training 
for new kinds of jobs, looking to the fu-
ture and setting and working toward 
practical goals are considered. 
measures the extent to which patient~ are 
encouraged to be concerned with their 
feelings and problems, and to seek to un-
derstand them through openly talking to 
other patients and staff about themselves 
and their past. 
measures the extent to which a patient is 
allowed and encouraged to argue with pa-
tients and staff, to become openly angry 
8. ORDER NJD 
ORGANIZATION 
9. PROGRAH 
CLARITY 
10. STAFF 
CONTROL 
and to display other expressions of 
anger. 
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measures how important order is on the 
ward, in terms of patients (how they 
look), staff (what they. do to encourage 
order) and the ward itself (ho~·? v.Tcll it 
is kept); also neasures organization, 
again in terr~s of pa"tients (do they fol- · 
low a regular schedule, do they have 
carefully planned activities) and staff 
(do they keep appoin~~ents, do they. help 
patients follow schedules). 
measures the extent to which the patient 
knows what to expect in the day-to-day 
routine of his ward and how explicit the 
ward rules and procedures are. 
measures the extent to which it is neces-
sary for the staff to restrict patients, 
i.e., in the strictness of rules and 
schedules, in the relationships between 
patient and staff, and in measures taken 
to keep patients under effective controls. 
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(patient face sheet for ~ffiS) 
WARD ATMOSPHERE SCALI: 
Name Building ~·Jard 
-------------------------- -------------- -----------
(For staff: where most of your tiMe is spent) 
Are you a patient? . Yes 
-------
No 
If you are a staff me~her, 
what is your position? 
------
If you are ~ patient, please answer the following: 
months Hmv long have you been on this ward? years 
------
In your lifetime how much tine have you 
months· spent in mental hospitals? years 
-----
INSTRUCTIONS 
There are 40 stateMents in this booklet. They are state-
ments about wards. You are to decide which statements are 
true of your \'lard and \•7hich are not. 
True - Circle the T when you think the statement 
is mostl-y True of your ward. 
False - Circle the F when you think the statement 
is mostly False of your ward. 
Please be sure to answer every item. 
All the statements and answers given here will be kept 
completely confidential. 
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Dear Team I1ember: (staff ~ace sheet for ~·JAS) 
As you might recall fron vlhen l.ve spoke earlier about our 
research project, He are going to ask all persons involved 
to fill out a questionnaire. Please find the v!ard l\tmos-
phere Scale en~losed. Could you please fill it out a~ 
soon as possible and return it to your ward secretary. 
Thank you for your cooperation. 
Vic Bernstein 
DO NOT put your name on any of this naterial. All your 
answers will be kept completely confidential. 
General Information 
Please answer the following questions. 
Are you primarily with (check one): 
.Hedical Service 
Non-medical Service 
---
Sex: .Hale 
----
Female 
----
Hmv long have you worked at your present building? 
Less than .6 months 
-----
6 months to 1 year 
-----
1 to 2 years 
-----
2 to S.years 
-----
more than 5 years 
-----
Do you work primarily with patients from (check one): 
a privileged ward 
-----
3 non-privileged ward 
-----
make no distinction 
-----
INSTRUCTIONS 
There are 40 statements in this booklet. They are 
statements about wards. You are to decide which sta·te-
ments are true of your \'Tard and which are not. 
True - Circle the T when you think the statement 
is mostly True of your Hard .. 
False - Circle the F when you think the statement 
is nostly False of your ward. 
Please be sure to answer every item. 
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vvard Atmosphe~e Scale Form S 
T F 1. Patients put a lot of energy into what they do 
around here. 
T P 2. This is a lively v1ard. 
T F 3. Patients tend to hide their feelings fro9 one 
another. 
T .F 4. Patients tell each othe~ about their personal 
problems. 
T F 5. The patients know when doctors will be on the 
ward. 
T F 6. Doctors have very little time to encourage 
patients. 
T F 7. The staff very rarely punish patients by re-
stricting them. 
T F 8. Patients' activities are carefully planned. 
T F 9. Patients hardly ever discuss their sexual lives. 
T F 10. The patients are proud of this ward. 
T F 11. Patients often gripe. 
T F 12. New treatment approaches are often tried on 
this ~,.,ard • 
T F 13. The staff act on patient suggestions. 
T F 14. The staff knm'l what the patients v1ant. 
T F 15. Personal problems are openly talked about. 
T F 16. Very few patie~ts have any responsibility on the 
lvard. 
T F 17. Patients say anything they want to the doctors. 
T F 18. There is very little emphasis on making patients 
more practical. 
T F 19. This is a very well organized ward. 
T F 20. Patients often criticize or joke about the ward 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
T 
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staff. 
F 21. It is hard to tell how patients are feeling on 
this ward. 
F 22. Staff are interested in following up patients 
once they leave the hospital. 
F 23. Patients are encouraged to plan for the future. 
F 24. Patients who break the \vard rules are punished 
for it. 
F 25. The ward someti~es gets very ~essy. 
F 26. Patients on this ward rarely argue. 
F 27. If a patient's nedicine is changed, a nurse or 
doctor always tells him why. 
F 28. There is very little emphasis on \·lhat patients 
will be doin~ after they leave. 
F 29. Patients may interrupt a doctor when he is 
talking. 
F 30. The staff make sure that the ward is always 
neat. 
F 31. Patients are expected to take leadership on the 
ward. 
F 32. Patients are expected to share their personal 
problems with each other. 
F 33. Nurse~ have very little time to ~ncourage 
patients. 
F 34. Staff sometimes argue with each other. 
F 35. Doctors don't explain what treatment is abou.t 
to patients. 
F 36. Patients here are encouraged to be independent. 
F 37. Patients are careful about what they say when 
staff are around. 
F 38. There is very little group spirit on this ward. 
F 39. If a patient argues with another patient, he 
will ~et into trouble with the staff. 
T F 40. Ward rules are clearly understood by the 
patients. 
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~·lard Atmosp~ere Scale 
Forn s 
Hand Scoring !~ey 
Item # True or Subscale It era ;t '::.'rue or Sub scale 
False False 
(=+1) (=+1) 
Involvenent Personal Prohler.1 
1. ,., 4. T Orlentatlon 
-'-
2 • T 9. F 
10. T 15. ,., 
38. F 32. T 
Support Anger and 
6. F 11. T Ag:g:ression 
14. 
"' 
2 0. T 
22. T 2 6. F 
33. F 34. T 
Spontaneitv Order and 
3. F 8. T or9:anlzation 
17. T 19. T 
21. F 25. F 
37. F 3 0. m -L 
Autonomy Program Clarit:t 
13. T 5. T 
16. F 27. T 
31. .,., 35. F .L 
36. T 40. T 
Practical Staff Control 
12. T Orlentatlon 7. F 
18. F 24. T 
23. T 29. F 
28. F 3 9. T 
APPENDIX B 
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NURS.ES 1 OBSERVATION SCAL.£ FOR INPATIENT EVAL.UATION (NOSIE-JO) 
su~JCCT1 a NAMc ___________________________________________ .o~T£ __________________________ __ 
R.\TCII1a NAMC·--------------------TITLE _______________ _ 
DIRECTIONS 
P\.CASI: RATC THIS PATIENT'S BEHAVIOR AS YOU OII!>EAVED IT 0\JRING THE L.AST THI'H"E tl.._V!> ONLY. 
INOICATC YOUR CHOICit 8Y P'ILLING IN ON£ BLOCK f'OA eACH ITEM, USING THIS K..-v; 
0 • NCVI:A • SOMeTIMES 2" 0FTitH 3" USUALLY 4" ALWAYS 
USE NO. 2 P'IUICIL. MAKit YOUR M"AI':S HEAVY A"IO IJLACK. ERASit MISTAKES COMI"\.ItTCLY. 
a••• , .. J:I. 2=•• 3..:== •==-=-
os~ ··=· ac:z=-: :s=;:a ·.:r=.: 
0C.:IUI 1a::: z::.:: 3:a:a: A.t::=z: 
o--.. 1=::. z==• J==-= •=-=.:: 
o--==- 1 s== z:a.:a :~:a=.= ·=~=­
o--- 1a::a ,2:a:a 3=== c:~::z 
~ t:r== za::~ 3==a .ta:.:..a. 
o-=- •==:2 z:r.=:a 3=== •==;a 
oaaa• 1.:=-= ..z.;a..:s• 3==:a: 4t.=== 
o--;; t•=• za.u2 3=-=== 4=~a 
paaai 1-=•• z=== 3==~ •=;=a 
o=- , ..... a==• 3==: •=....., 
o- , .. ,..,.. a•,.,. 3""'• ........ 
o- ,... ac.... 3a.&.a •=-= 
o-• ,....... a••• 3=- ........... 
o--- ,.... 2••• 3•=.,. •a:z• 
o--- . J•..U.. a:·-- -3=x= ··--
a-- t--=- z=-=- 3•a=- •.aa:a 
o-8 ,... z.--- J.sr•• A=•• 
o--- t••=- a=-- 3==- •=sa 
o- •-· a-.a• 3••• ••-
o-- t••• a•- 3 .............. 
o•- •-• a-• ,.._ •"""""' 
o- ·-- a••a s•=- ...... 
oa•• , ... a...., s••• ••:.• 
o-.-. , .......... s•- ...... 
o-- •••• z-.. 3 ... ~ •••• 
o-- •-• a•- s-• •••• 
.-.. ,_ a- s- •-· 
.-,_a-.-.-
-· 
(I) 
(Z) 
(3) 
(4) 
(5) 
(6) 
(7) 
(8) 
(9) (lo; 
(11) 
(12) 
(1 3) 
(t4) 
(tS) 
.. (16) 
( 17) 
(18) 
(19) 
(20) 
(21) 
(22) 
(23) 
(24) 
(25) 
(26) 
(27) 
(28) 
(29) 
(30) 
IS SLOPPY. 
!S IMPATIENT. 
CRIES. 
SHOWS INl"I:REST IN ~CTIVITIES AROUND HIM. 
SITS, UNLI:SS OIRECTt:O INTO ji.CTIVITV. 
GETS ANGRY OR ANNOVEO r::A~IL.Y. 
HEARS THINGS THAT Aflt NOT THERE. 
KEEPS filS C'-OTHES NEAT. 
TRIES TO OE FRIENDLY WITH OTHERS. 
8ECOME5 UPSCT EASILY I+" SOMr::THIHG 00£SN1T SUIT HI"'• 
REF"USES TO DO THC OROINAitY TI~IHGS CXP'ECTED Of' HIM. 
IS II>RITAOLE OR GROUCHY. 
HAS TAOUIILE REMEMBERING. 
REI'IJSES TO SPEAK. 
LAUGHS OR SMILES AT FUHNY COMMENTS 011 EVENTS. 
IS MES'5Y IH HIS CATHiC llAI!ITS. 
STARTS A CO"'VEflSATIOI~ WITH OTHERS. 
S"YS HE FEEl-S OI..UE OR. DEPRESSED. 
TALI':S"ABOUT HIS IH"''ERCSTS. 
SetS THINGS THAT Af!E NOT THERE. 
HAS TO BE REMINDED WHAT TO DO. 
SLEEPS, UNLESS DlltECTCD INTO ACTIVITY. 
SAYS THAT HE IS NO GOOD. 
HAS TO BE TOI.D TO I'OLLOVI HO!ilPITAL ltOUTIHII:, 
HAS OI,.I'ICIJLTV COMP'-CTING IIIMPL.E TASKS 0H HIS OWNo 
T-ALKS, MUTTERS, Of! MUMB'-ES TO HIMSCLI'. 
IS SLOW-MOVING OR SLUGGISH. 
GIGGLES OH SMILES TO .. IMS£1...1' I'Ofl NO AI'P'Mii:HT ltCAIIOffo 
IS QUICK TO P'LV 0!'1' THE _,.OLC • 
KEEPS HIM5CLr' Cl..ltAH • 
203 
NOSIE-30 HAND SCORING KlY 
SUBJt:eT _________________ CoD£ , ______ DATE OF RATING ______ _ 
NAM£ OF RATII!:R 
_______________ ....;POSITION 0,. RATI:R '----------
NAME OP' RATER 2 ____ _.. __________ ....;P051TION OP' RATI:R 2-----..,.-----
HOSIE FACTOR SCORES ARE llAS£0 ON TH£ SUM OF TWO RATERS' ITC:M RC:SI"'NSt:li. 
THEREP'OR£, IP' ON£ RATER IS USED, HIS 5CORC5 MUST 8£ POUIILEO. 
POSITIVE FACTORS 
I. SOCIAL. COMPETEHC£ (COM) 2. SOCIAl.. INTEREST (I NT) 
RATER RATER 2 RATER RATER 2 
... ... 
13• 9 
2'1• 15 
z.-• 17 
as• 19 
IIUM + .. o SUM + =D 
J. PERSOf4AI.. NEATN£!Ui (NC:A) 
RATER RATitR 2 
, . 
B 
,,. 
30 
liUM + 
-D 
TOTAL. POSI'I"IVE FACTORS .. SUM COM .. su,.. INT +SUM NEA"' I J 
------------------------------------------------------------------------------------
NEGATIVE FACTOPS 
•• IRRIT-tUTY (IRR) 
RATER 1 RAT£" 2 
5. MAHIP'UT PSYCHOSIS (PSY) 6, R£TA"DATIOH (RET) 
RAT It" RATitR 2 RAT£" RAT£" 2 
a 7 5 
• zo- 22 
10 26 27 
SUM + 
+ 
·D ·D 
12 21 
at IIUM 
IIUM + 
·D 
TOTAL. NEGATIVE FACTORS • SUM IRA+ SUM PSY + SUM RET •I._ ___ .J 
7. TOTAl. PATIENT Aasen (TOT) • 
' •• + TOTAl. PoSITIYfO FACTORS D - TOTAL NEGATIVE FACToRs D . I ... ___ .. 
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SUBJECTS NAM( NO .• --·- DATE 
PROFILi·~ SHEET NOS IE - 30 
----
TOTAL 
POSITIVE FACTORS NEGATiVE FACTORS PATIENT 
ASSETS 
COM INT NEA IRR PSY RET TOT 
• ..... :rl 40. 
»-» ,. 1»-* 
191 
:17-JO H-Zl j···· ,, 100 as- :Ill :n , .. ,. 21 ltl'S 
»-» l4 107 99.4 
Jl 7J , .. 
n Ill If) 
• 
·-· 
:n ... 
Jl n .. 16,] .. Jl'l 
Jt :1'-JD 21 ~~~~) .... , 97.7 
'D Jt JO t71~119 
:..-77 
" " 
,,. 
,. 2S 17-t· 11) 
lS ,. 17-11 17 tn-•n 
l'< )I n.JJ .. 111 93.3 
• 23 
21 IS •• 161-110 
Cl) n .... 167 Q 
~ :J1 ll • II •• " , ..... )66 • ,, 161· ••J l't-J ~ :It .. 
" 
1 ... 17 .. ,, .. ,., 84.1 =t> 
~ )II •• ... IS ll ll H-7·1~ 17· ,. ,, II 17 1\A .. J~ ("') 
\) ,. •• 10 I~J .. IJl l'l) Cl) » " 11 12 • II 
....... ~ ~ 
•• • 10-11 
1 ...... 141 69.1 
I » IJ • .. 
.. ,., ,., 
..... 
.... 
J1 
" 
25 • 7 I Jt .. UJ ....... 
• 
P..l< • • 1l1 .. t• 
,.... 
..... l1 l)ill..lllt 
~ ,. ll 7 • Ul·llJ 50.0 
...,.. 
~ 
,. • • • 
f)lt .. Ill 
Z1 • " 
s 7 l)!lo..ll'l 
~ • 7 .. 4 • UJ..t:~ "' • 17 JU .. U1 ~ 45 M-2S ·~" ' 11~ ,,, 30.9 h 11 .. 1f1 .. l1• ,...~ Zl ' u J l<.lll-111 <::: ... ,. • ll·ll to~·,.,, . .. .. I(: I .. "-~· ...,.. Q;: 40 •• , .... II)) 15.9 (I) ~ .... , ) t I f').-•7 IS I • ., ...... •• 7 • ... .. IJ. • • .. ... , I& lJ J .... u 6.7 II • fl·tl 
.. • 
... .. 
' ' • 
77-'f'f 
• I 
1 ... , • 
10 I n-TJ 2.3 .... 71 
., ... 
,.,. .. 
... 
,._., 
25 • .6 
• 
~ 
I 
.,. 
.,.. .. 
• 
... .. 
10 ... ... I :I 
APPENDIX C 
205 
Inpatient Small Group I-nteraction Rating Sheet 
(Video tape analysis of patient b~havioral change 
and his level of functioning) 
Subject # 
Group # Video tape # 
20G 
Physical appearance ( Better Norse 
1. hody posturing and tone 
2. apparent hygiene and groaning 
3. facial expression and tone,etc. 
4. neatness and appropriateness of 
dress 
5. appropriate situational aware-
ness 
Cognitive Skill Competence ( 
1. maintains involvement with task 
2. degree of cooperative involve-
ment 
3. e=fectiveness of cooperative 
involvement 
4. thinks through and expresses 
ideas clea-rly 
5. ability to inte~rate present 
and past information and 
experiences 
Goal orientation ( 
1. ability to stay with discus-
sion topic 
2. apparent interest in spending 
increasing amount of construc-
tive time away from hospital 
3. specific and practical plans 
for post discharge 
4. appar~nt awareness of pre dis-
charge treat~ent and habilita~ 
tion needs 
5. apparent awareness and involve-
ment in steps to be achieved 
for habilitation pre and post 
discharge 
Interpersonal Skill Competence ( 
1. "physical orientation (eye con-
tact, etc.) to persons(s) 
speaking or spoken to 
2. ability to demonstrate good 
listening behavior 
3. initiates appropriate social 
interaction 
4. ability to carry on spontaneous 
cordial conversation once begun 
5. appropriate emotional response 
to his own and other's verbal 
responses 
Self defeating behaviors ( 
1. apparent hallucinations and/or 
delusional behavior 
2. persistent tangential verbal 
behavior 
3. persistent negativistic or 
combative behavior 
I 
4. insistence on withdrawal and 
isolation 
5. persistent bizarre mannerisms 
or gestures 
Total Change Score (VTRTOT) = the sum of the 5 subscale 
scores 
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r ... evel of Functioning (BEHLEV) · = the sum of the "1" on 
the items minus the "-1" 
on ite.•ns fron the Self-
defeating Behaviors 
subscale. 
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Broken Squares Game P~zzle Distribution and 
Seating Arrangement fo~ the Two 
Group Sessions 
210 
Below are the diagrams (l/4 actual size) which show how 
the three broken squares were divided and distributed to the 
three patients (P) in the structured, small group interaction 
seisiorrs. The fourth square was for demonstration and was left 
on the table in front of the patients so they could see what 
size their own squares should be. The squares were made of 1/4 
inch thick pressboard. The broken squares were painted black, 
the demonstration square wh1te. (Adapted from Pfeiffer & Jones, 
1969). The table used was 2.5 feet x 3.5 feet. 
p 1 
t•··------ -----l 
. p 3 
p 2 p 2 p 1 
p 3 
II 
1--~-------b ----------~ ---l:,":------1 
3 
p 2 b" Pi 1 ,_______ j 
Demonstration 
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